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now! a truly portable way 
to test for hearing loss 


THE ZENITH MODEL ZA-100T 
DIAGNOSTIC AUDIOMETER 


¢ Fully Transistorized, Battery Powered « Small, Light, Only 8% Pounds 
¢ Simple to Operate, Gives Professional Results * Meets ASA Specifications 


With the new Zenith portable ZA-100T Diagnostic 
Audiometer, actual diagnostic testing of hearing loss 
can be done anywhere . . . in homes, schools, factor- 
ies, mobile units, Compact, completely transistorized 
and battery powered, it weighs just 84% pounds. With 
the ZA-100T there are no tubes to break or wear out 
.--Nno outside power source is needed. One set of 
batteries lasts up to 120 hours... provides highest 
output accuracy and best complex masking of any 
portable audiometer. The Zenith ZA-100T Diagnos- 
tic Audiometer also has all these extra performance 


“LIVING SOUND"e 
HEARING AIDS 











features: faster, smoother tone interrupter switch, 

automatic mercury shutoff switch, attractive carrying 

case and handle. The ZA-100T performs all these 

important clinical tests: 

1. Pure tone air in either earphone 

2. Pure tone air in either earphone with masking in 
the opposite earphone 

3. Pure tone bone 

4. Pure tone bone with masking in earphone 

5. Audiometer Weber test 

6. Audiometer Rinne test 


r-RUSH COMPLETE INFORMATION TODAY --- 
Zenith Radio Corp., Hearing Aid Division, Dept. 55Y 

6501 W. Grand Avenue, Chicago 35, Illinois 

Please send complete information on the amazing new 
transistorized Zenith Portable Diagnostic Audiometer. 
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PRIVATE PRACTICE IN SPEECH PATHOLOGY AND AUDIOLOGY 


The following article was prepared by the Committee on the Private Practice 
Issue of Trends. The response to this special issue of Trends devoted to private 
practice was sufficiently favorable that it is now reprinted in Asha to provide a 


INTRODUCTION 

{ person may be said to be in private practice 
when he assumes independent, i.e., noninstitutional, 
solely personal, professional responsibility for services 
to and relationships with a patient for a stipulated 
fee. It seems to be generally thought that one is in 
private practice in the fuller and more widely 
recognized sense of the term when, as a well-trained, 
adequately experienced and unsupervised individual, 
he devotes all or a substantial portion of his working 
time to this endeavor in an office especially located, 
lesigned, furnished and equipped for the purpose. 
The very nature of a private practice in any field 
of service makes it a relatively hazardous and 
venturesome enterprise. This is especially true of 
private practice in speech pathology and audiology, 
the growth of which has been almost completely un- 
guided by training institutions and, until very recent- 
ly, almost entirely unregulated by the American 
Speech and Hearing Association. Thus, such growth 
as we have witnessed has been largely in terms of 
individual inclinations. This may well be the principal 
reason that one hears more often about failures in 
private practice than about successes in it. Out- 
standing successes are rare, indeed; even moderate 
successes are not numerous. 





Many members of ASHA have viewed this situa- 
tion with misgiving. Of equal concern to observant 
members has been the presence in private practice 
of a surprising number of persons, often outside the 
ranks of ASHA, whose academic training, clinical 
disciplines, clinical facilities and professional ex- 
perience cannot be recognized on any rational basis 
of standards as adequate for the responsibilities 
they have undertaken. Even though many of these 
people are forced into failure by unanticipated pro- 
lessional and financial demands, they may practice 
privately long enough to cast some unfortunate re- 
lections on our profession. In the eyes of less in- 
tormed members of the general public, there is 
litle to distinguish the ill-prepared, private practi- 
tioner from the outright charlatan or quack. Many 
circumspect members of ASHA hesitate to enter this 
field of professional activity until further needed 
regulations have rendered qualified persons identi- 
ied with it less liable to suspicions that are at least 
potentially damaging to their professional pride. 

Yet, the need for competent private practice in 
speech pathology and audiology and the legitimacy 
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of its place in the community are beyond justifiable 
challenge. Some of the best services in our profession 
are being provided every day by private practitioners. 
More of such services are seriously needed in many 
communities. In the best interests of our profession 
in general and of private practice in particular, it 
is questions such as these that seem eminently 
appropriate: Does the individual who contemplates 
establishing himself privately have the exacting 
personal qualifications essential to success? Is he 
willing to prepare himself—academically, clinically 
and experientially—to be reasonably sure that he 
can withstand the hazards of private practice? Is 
this form of professional life the most satisfying one 
for him? 

The purposes of the committee charged with the 
responsibility for preparing this special issue on 
private practice have been several: (1) to reflect that 
which can be accepted as professionally worthy in 
private practice and that which is generally regarded 
as unworthy; (2) to attempt to provide guidance, 
i.e., bases for decisions, for those who contemplate 
entering private practice; (3) to offer those already 
engaged in private practice some means of appraising 
their preparation for what they are doing, their 
standards, policies, daily office practices and ad- 
ministrative routines; (4) to point up some of the 
means of creating professional autonomy for private 
practitioners; (5) to help safeguard the honorable 
status and integrity of conscientious private practi- 
tioners; (6) to help increase the merit of services to 
private patients; (7) to contribute at least indirectly 
to an improvement of the public’s concept of sound 
private practice in speech pathology and audiology; 
(8) to advance the best interests of our profession 
through advancing those of the private practice 
aspect of it. 

In February of 1960 questionnaires designed to 
obtain details of practices of speech pathologists and 
audiologists engaged in independent professional 
activity were sent to all members of ASHA who held 
Advanced Certification or Sponsor Privilege. If these 
persons engaged in private practice to any degree, 
they were requested to complete and return the 
questionnaires. Questionnaires were returned by 115 
persons. 

Data from the questionnaires is included in the 
tables contained in the article. The left-hand column 
of each table indicates the per cent of professional 
working time spent in private practice by the 
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respondents. It can be seen in the tables, for example, 
that only 21 of the 115 persons replying spend 81 
to 100 per cent of their time in private practice. 

The committee has assumed that interested ASHA 
members wish a forthright, realistic treatment of the 
subjects that follow, whether that treatment reflects 
the committee’s collective judgment or judgments 
coming from their own experience, or practices sum- 
marized from the Private Practice questionnaires. The 
following represents an attempt to give such a treat- 
ment. 


ADVANTAGES AND DISADVANTAGES OF BEING 
IN PRIVATE PRACTICE 

Many years of experience have made it evident 
that there are certain advantages and disadvantages 
in engaging in private practice. They are presented 
here primarily (1) for the person who is considering 
the possibility of developing a private practice and 
(2) for him who prefers to engage in private practice 
as his principal professional activity. Anyone, how- 
ever, who has an interest in any amount of private 
practice, may find it useful to weigh his interest 
in terms of the following advantages and disadvan- 
tages. 

Advantages: 

1. After one is well established in the private 
practice of speech pathology or audiology, he can 
have a certain amount of independence. He can usual- 
ly choose the patients he believes he can serve 
best. He can determine his working conditions, his 
working hours, and within limits, his fees. Certainly, 
he can make his own decisions and manage _ his 
own affairs. 

2. His energy and time can be devoted with 
relatively few distractions to his patients’ improve- 
ment and to professional study. 

3. In a well-developed private practice he is almost 
always privileged to serve an interesting variety 
of patients. 

4. Adult patients who voluntarily engage the 
service of the private practitioner in speech or 
audiology and have the responsibility of paying for 
those services are usually strongly motivated to take 
every advantage of the clinical process. 

5. In his relatively unpressured position, the 
private practitioner can, when advisable, postpone 
acceptance of reluctant children or indifferent young 
people until they have seen the value of doing serious 
remedial work. This position permits him to decide 
whether or not to accede to a parent’s request that 
he persuade the son or daughter to accept clinical 
help. (He realizes that he may do parents and the 
child a service if he can win the latter’s acceptance 
of needed training, but in doing so he must be 
ethically on guard against both the actuality and 
the appearance of interest in creating a source of 
income. ) 
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6. The necessity of achieving personal success jp 
the daily guidance of his patients stimulates the 
private practitioner to grow in his own and related 
fields and to develop his clinical techniques in terms 
of the individual needs of his patients. 

7. Pride in a job well done is one of the rewards 
of the peculiarly personal achievement of building 
a private practice. Success won in almost any private 
enterprise spurs one to continue to equal it, often 
to surpass it. 

8. One is moved, for reasons of self-preservation, 
at the very least, to have a part in developing and 
promoting regulations and standards designed to 
protect his profession and the public from exploita- 
tion by incompetent persons. 

9. The successful private practitioner has a stimu- 
lating association with members of related professions, 
which is usually enjoyed only by key figures in 
institutions. 

10. The successful private practitioner in speech 
pathology, whose income is derived principally from 
his practice, often finds that he is able to maintain a 
comfortable, though usually modest, standard of liv- 
ing. (Too few audiologists have entered private 
practice to provide a basis for judging their financial 
success. ) 

11. The opportunities for clinical service, which 
can be created in private practice, are probably as 
invigorating as those in any other setting within our 
profession, IF one has the personal qualities—physical, 
mental and emotional—to accept heavy responsibilities 
and to inspire the confidence of patients, colleagues, 
members of related professions and members of the 
general public. 


Disadvantages: 

1. A long period is usually required to establish 
one’s name and reputation. Recognition is slow in 
coming even to one who lectures and writes, for 
the education of the public—even the medical con- 
tingent thereof—in the nature, purposes and results 
of the work of the speech pathologist and _ the 
audiologist is usually not a rapid process. 

2. A private practitioner is less readily accepted by 
the general public if he is not identified with an insti- 
tution. A faculty member, for instance, is supported 
by the reputation and fame of his institution and 
is accepted without much inquiry into his personal 
qualifications. Even a highly trained independent 
private practitioner usually must build his reputation 
on his own by the relatively slow process of demon- 
strating his ability. 

8. In the peculiarly exposed position that the in- 
dependent practitioner occupies, it is possible for any 
criticism of him to be more damaging than that to 
which an institutional person may be subjected. Also, 
in this exposed position it is possible that any un- 
wise action, however inadvertent, may result in 
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greater harm to the practitioner's profession than 
would result from a comparable action on the part 
of a member of an institutional staff. 


4, Physicians, on whose referral of patients the 
speech pathologist and audiologist depend to an 
appreciable extent, are not inclined to accept any 
nonmedical person until he has fully proved his 
worth—sometimes not even then. Fortunately, many 
physicians have come to understand the nature of the 
speech and hearing specialist’s work and to co-operate 
with him most gratifyingly; but the conservatism of 
the medical profession and the outright resentment 
which some of its members show to any “layman” 
who undertakes any form of therapeutic work not 
under direct medical supervision still constitute a 
handicap, especially in the speech pathologist’s and 
audiologist’s early years of private practice. 

5. One cannot advertise. Section 2.A. (3) of 
ASHA’s Code of Ethics specifies the limited nature 
of a professional card that may be carried in local 
professional publications and possibly in the classi- 
fied telephone directory. In the latter, and sometimes 
even in the former, the qualified private practitioner 
has to suffer the consequences of being listed with 
persons ranging in character from doubtful to ex- 
tremely doubtful. Regulation by such publications 
of this kind of representation is still in its barest 
beginnings with few prospects of significant improve- 
ment. 

6. The speech pathologist or audiologist in private 
practice suffers at times from the fact that many 
members of the still insufficiently informed public 
fail to distinguish between the well-qualified practi- 
tioner and the quack who makes himself known by 
unrestrained advertising and extravagant claims. 

7. Competition should have no place in our pro- 
fession, yet one in private practice at times finds 
himself in the position of being virtually forced to 
“compete” with unqualified and unprincipled inter- 
lopers—people who are not governed by any con- 
siderations of ethics. 

8. There are no laws—and no prospects of them— 
to protect either the qualified speech and hearing 
specialist or the public against quacks. Speech pathol- 
ogists and audiologists are not, as yet, protected by 
state licensing laws as the physician is protected. 

9. Too many speech pathologists and audiologists 
in private practice have no immediate and frequent 
association with their colleagues nor access to regular 
clinical conferences. In many communities in which 
they might practice, neither of these exists. 

10. While interesting research opportunities exist 
in private practice, they are relatively limited. 
Furthermore, the expense of necessary equipment for 
some kinds of research within this framework can 
be prohibitive. The speech pathologist and audiologist 
who is primarily research oriented, may find these 


facts constitute a serious disadvantage of private 
practice. 

11. There is economic uncertainty in private 
practice. The income of even the well-established 
practitioner unavoidably fluctuates. Patients’ illnesses, 
loss of employment, depressive business conditions, 
removals from the community, vacations, or unfore- 
seen expense may force temporary or permanent 
withdrawals from the practitioner's services and have 
adverse influences on his income. 

12. There is no security such as that provided by 
a contract and a salary in a university, college or 
public school, nor is there any tenure, retirement or 
pension plan on which to rely. 

13. The private practitioner must be prepared to 
assume heavy overhead expenses that are largely 
nonexistent in institutional positions. Typical of such 
expenses are rent, telephone, stationery, books and 
equipment, and, quite often, office furniture and a 
secretary or receptionist. These expenses are aston- 
ishingly large, particularly those of rent, furniture, 
equipment and secretarial help. 

14. In times of illness, vacations, or absence from 
his office for any other reason, the private practi- 
tioner’s overhead expenses continue and his income 
ceases, whereas in most institutions there is some 
provision for carrying staff members through such 
times. Of course, a variety of health and accident 
insurance plans can help to meet the cost of illnesses, 
but they are expensive and none of them is nearly 
so satisfactory as the fixed salary that continues at 
least in part during illnesses of moderate length, 
vacations, professional conferences, etc. 

15. One must have recourse to a_ substantial 
financial backlog during the first few years of private 
practice. It is possible that this backlog will not be 
needed, but one would be extremely unwise not to 
have it as a fortification. 

16. Usually, a private practitioner is more likely to 
be successful in a large city because of the greater 
number of people who need speech and _ hearing 
services. To those who prefer to live and work in 
a smaller community, this constitutes a great dis- 
advantage. 


PERSONAL QUALIFICATIONS THAT CONTRIBUTE 
TO A SUCCESSFUL PRACTICE 

Some speech pathologists and audiologists are 
most effective as instrutctors, some work best in re- 
search and some are most capable as administrators. 
It is obvious that the private practitioner in speech 
pathology and/or audiology must win success through 
his ability as a clinician. This success will depend 
not only on his diagnostic and clinical skills but 
on his willingness to devote most of his professional 
life to them. But even these skills and the willingness 
to develop them extensively, while primary in im- 
portance, are by no means enough to insure success 
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in private practice. The practitioner must have 
additional abilities and qualifications: 

1. The speech or hearing specialist's need for 
referrals means that he must be reasonably successful 
in relating with members of other professions in his 
community—physicians, teachers, rehabilitation coun- 
selors, social workers, to name a few. In time, 
some of his best sources of referral will be his 
former patients but, especially during his _ first 
years, he needs referrals from other professional men 
and women with whom he must establish congenial, 
mutually helpful relationships. 

2. Above all else, a private practitioner who is 
worthy of anyone’s respect is primarily a professional 
person. It is an inescapable fact of economics, that 
any person who conducts any form of private practice 
is, in part, a businessman. As such, he is subject to 
his share of the tax, insurance, payroll and cost 
control problems that are a part of the business 
world. Fees must be determined and collected; office 
procedures must be set up. Unless one is to hamper 
himself severely, secretarial help must be employed, 
trained and supervised, furniture and office machines 
must be purchased, and offices must be cleaned, 
decorated and kept orderly and comfortable. The 
keeping of adequate records is an indispensable part 
of the practitioner's business operation. Accurate 
accounts of appointments made, kept, cancelled or 
failed are essential. A bookkeeping system must 
provide an up-to-the minute report of charges, pay- 
ments and balances and be designed to furnish all 
information necessary for the preparation of income 
tax returns. (The services of an accountant in setting 
up such a system and conducting a periodic audit 
are usually worth what they cost.) Ignoring these 
physical and business aspects of private practice can 
be disastrous, as many private practitioners in all 
fields have discovered. One may well ask himself, 
“Am I really qualified to be in business for myself?” 
Some people find that they do not wish to assume 
the sole responsibility for the care of their patients, 
even less for the management of an entire business 
operation. 

3. Building one’s practice to a strength that will 
enable it to withstand even the normal fluctuations 
of circumstance often requires courage, patience and 
perseverence. Many private practitioners will probably 
agree that most practices do not begin to acquire 
strength in this degree until they are at least five 
years old. The new practice sometimes develops 
well; at other times it simply does not. After a 
number of years, the practitioner’s character and 
personality become evident to all concerned through 
the kinds of services he offers and performs and, 
as a result, his practice usually becomes relatively 
stable. 

4. Not only patience and persistence, but personal 
resourcefulness, initiative and steadiness of temper- 
ament are required in the course of an office day if 
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one is to do justice to the varied needs of his patients, 
He must be empathically keyed to each patient's 
problems and burdens, yet be far enough removed 
from them to remain a source of strength, guidance 
and hope. He must have the personal qualities that 
enable him to grow in meeting these clinical demands, 
Anyone who is at all inclined to become bored by 
or indifferent to patients’ problems or their slowness 
in coping with them probably had better seek his 
place in some other branch of our profession. 

5. From the consultation on, the patient must 
sense leadership in the practitioner, the kind of 
leadership that wins and holds confidence. Un- 
certainty, vacillation or vagueness as to attainable 
goals—any of these seen or sensed by the patient- 
can deter the practitioner’s success. 

6. Personal and professional integrity are essential 
if one hopes to be respected in any community for 
any length of time. A professional person, by one 
definition, is an individual capable of personal and 
scientific “self-direction,” a person able to conduct 
his practice in a manner that will insure to the fullest 
extent of his capabilities the welfare of the public 
he serves and the profession he represents. He is 
keenly conscious of the fact that some professional 
behavior believed to be consonant with integrity has 
been studied in detail and reflected in “codes of 
ethics” by various professional organizations including 
the American Speech and Hearing Association. 


NEED OF DEDICATION TO PRACTICING 
ON A HIGH LEVEL 

Through the years the American Speech and Hear- 
ing Association has been concerned with professional 
integrity. Requirements that should be met by those 
who desire to enter private practice have been 
considered by ASHA. Reflecting a desire for high 
standards, the Executive Council of ASHA voted to 
recognize officially for the private practice of speech 
pathology and/or audiology those who have met the 
requirements for Advanced Clinical Certification in 
speech and/or hearing. It can readily be assumed that 
anyone dedicated to practicing on a high level would 
support such a constructive position. 

As is well known, some problems arise from voice, 
speech and hearing disorders that severely tax the 
knowledge and capabilities of even the most ex- 
perienced members of our profession. We remain 
baffled by some of these problems despite the years 
of scientific and empirical study to which they have 
been subjected. It is these facts, among others, that 
cause us to deplore the largely uninformed efforts of 
the teacher trained only in dramatics to “treat” 
stuttering, the usually misguided attempts of the 
person with a general speech background to cope 
with aphasia, even with lisping, the possibly danger- 
ous endeavors of a teacher of singing to eliminate 
“hoarseness,” and the bland assumption of at least 
one type of hearing-aid salesman that he is in a 
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position to give some kinds of audiological services 
to his customer. There is ample reason to view 
as only slightly less reprehensible any diagnostic 
or clinical work in speech or hearing done by the 
person who has had only a course or two in the 
field in which he tries to become privately active. 
Likewise, any rational view of the subject forces one 
to regret the application of “expert” therapy by those 
holding degrees that represent little or no specific 
training in the fields of speech pathology and audi- 
ology and clinical procedures. 

Even though the admonition seems almost too 
obvious to need repetition, it still needs to be 
emphasized that a private practitioner in speech 
pathology or audiology should accept only those 
patients needing a kind of counseling or clinical man- 
agement for which he has had specific preparatory 
training and experience. Much is to be gained by 
adherence to this policy. One practicing on this 
plane would be moved to keep himself well-informed 
on research findings in his own and related fields. 
Moreover, he would attempt to achieve the highest 
degree of skill to which his abilities can be developed. 

Given this kind of dedication in private practice, 
one would try to avoid the hazards imposed by the 
necessity of earning a living. He would resist his 
inclination to open a private office until he is financi- 
ally prepared to survive the inevitable leanness of 
the first years. He would learn that some of the 
reasons for the failures of those who attempt to 
practice on a financial shoestring are to be found 
in the constant distractions caused by mounting ex- 
penses and unpaid bills. He would realize what 
unfavorable reflections could be cast on his profession 
by dabbling in private practice, were he to attempt 
to use it primarily as a means of supplementing his 
income. Until a person is in a position to make fees 
secondary to service, he would be weli advised to 
remain out of any form of private practice. 

The private practitioner, dedicated to a high level 
of professional conduct, constructs his appointment- 
schedule with care. He adheres to it in the interest 
of his patients. If, as clinical work proceeds, the 
patient realizes that more interest is being shown 
in his case and, more time devoted to it than he 
anticipated, the outcome is likely to be more ad- 
vantageous to everyone concerned. Generous employ- 
ment of the practitioner's interest and time coupled 
with his preparations for clinical sessions are indis- 
pensable basic means of building a sound private 
practice. 

If there is any one consideration that can contribute 
to the improvement of the quality of one’s practice, 
it is the constant influence of ethical principles. The 
practitioner owes it to his patients, his colleagues, 
his profession, related professions, the general public 
and himself to have an intimate knowledge of the 


Principles of Ethics of ASHA and those of the medical 
and psychological professions. But this knowledge 
alone is not enough. The practitioner must recognize 
his obligation te be consciously guided by such 
principles in every aspect of his daily professional 
conduct. 


PREPARATION FOR PRIVATE PRACTICE 

One’s integrity—personal and professional—requires 
that he have the necessary academic background and 
clinical experience before he goes into private 
practice. He will limit his practice to the diagnosis 
and treatment of those disorders that fall within the 
scope of his academic work and clinical experience. 
Guidance for academic, clinical and _ experiential 
preparation officially regarded by the American 
Speech and Hearing Association as essential for 
private practice is found in the Association’s require- 
ments for Advanced Certification in Speech and/or 
Hearing. 

Speech pathology and audiology are specialized 
areas of professional life, as one quickly learns in 
private practice. It is probably not economically 
feasible for anyone to enter it with the intention of 
treating only stutterers or aphasics or some other 
small group. He would be limiting his practice so 
much that he would run the risk of bankruptcy before 
he could build a reputation sufficiently strong to 
attract the clientele necessary for survival. 

Almost anyone contemplating private practice will 
have a much better chance of success if he is pre- 
pared to diagnose and treat most of the voice, speech 
and language disorders that fall within the scope of 
speech pathology. In addition, he would do well to 
be prepared to offer auditory training, to teach speech 
reading and to provide other audiological services. 
Even under the best circumstances, there is some 
doubt that it is possible to make a living by practicing 
only speech pathology and audiology in a city of 
average size or smaller. In view of this, some private 
speech pathologists and audiologists also do psycho- 
logical testing and counseling, some work with those 
presenting reading problems and other academic 
deficiencies. It is ethically imperative, of course, that 
the range of one’s professional activities be carefully 
planned and the necessary preparation, experience 
and equipment be acquired for each activity before 
engaging in it. . 

One portion of the questionnaire data used in the 
study was concerned with the professional preparation 
of those engaged in private practice. Tables one 
through seven give information relative to the back- 
ground of the respondents to the questionnaire. Recall 
that the left-hand column in each table headed Per- 
cent refers to the portion of professional time devoted 
to private practice. 
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TasLe 1. As a student, what was your major area of study? 
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TABLE 6. How many years of experience did you have before 
you began private practice? 
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TasLe 4, During your preparation for professional activity, 
did you have closely supervised clinical practice in 
working with the kinds of disorders you are now 
treating? 








Percent Yes No 
0%— 20% 54 2 
21 — 40 18 1 
41 — 60 9 1 
61 — 80 9 
81 —100 18 3 
108 7 








Taste 5. What was the nature of your professional experi- 


ence before you began to practice privately? 
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growth and development of speech pathology and au- 
diology as professions. A profession really comes of age 
when its “image”—the “image” of at least the areas of 
its professional skills—becomes clear to other profes- 
sional groups and to the public. The images of speech 
pathology and audiology are somewhat hazy at this 
time, not only to the public and other professional 
groups but, in varying degrees, to speech pathologists 
and audiologists themselves. It is through efforts com- 
parable to those that have gone into the development 
of ASHA’s certification program that the images of 
speech pathology and audiology will eventually be- 
come more clear-cut. 

Attainment of all that is represented by Advanced 
Clinical Certification by the American Speech and 
Hearing Association has marked advantages to any- 
one in private practice. Training in speech and hearing 
varies in different parts of the country. ASHA Clinical 
Certification is the only nation-wide standard for meas- 
uring and judging individual clinicians and _ their 
competencies. At the present it is the only national 
standard by which training institutions can measure 
the academic and clinical programs they offer. 

As a result of experience in practice, physicians, law- 
yers and engineers have learned the value of displaying 
their credentials prominently in their offices. Speech 
pathologists and audiologists need to do likewise. They 
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should display, suitably framed, the diplomas showing 
their highest pertinent academic degrees and evidence 
of their membership in appropriate professional or- 
ganizations. The most important single credential for 
a speech pathologist or audiologist is his Advanced 
Clinical Certification status in ASHA, and his certif- 
icate certainly should hang in his office. 

With this display of his academic and professional 
credentials, the practitioner represents himself and his 
profession to his patients. Often, a prospective patient 
comes into the office of a speech pathologist or audiol- 
ogist in private practice knowing too little about the 
person from whom he wishes help and even less about 
speech pathology and audiology as professions. Very 
few prospective patients will have the courage, or 
what they may think of as the effrontery, to question 
the practitioner about his background, but they will 
often read with much interest the diplomas and other 
credentials on display. 


CAPITAL NECESSARY FOR BEGINNING THE BUILDING 
OF A PRIVATE PRACTICE 

Because of the time required to build a private 
practice, it is imperative that a speech pathologist or 
audiologist have capital sufficient to provide for his 
personal living expenses for at least the first two, pos- 
sibly three, years. In addition he should have funds 
available for many months of office rent, office furni- 
ture, supplies and clinical materials. In the larger cities, 
an estimate of between $10,000.00 and $13,500.00 
(in the economy of 1961) might be adequate to meet 
these usually minimal requirements. One who has the 
responsibilities of marriage, children or dependent 
parents, and who wisely wishes to be prepared for 
emergencies, is likely to find his calculation of financial 
needs, actual and potential, running into a substantially 
larger figure. 


SOME MEANS OF INITIATING A PRIVATE PRACTICE 


Probably the most frequently used means of mak- 
ing it known that one is entering private practice is 
the formal printed or engraved announcement card, a 
possible example of which follows: 

John W. Doe, Ph.D. 


Advanced Clinicial Certification in Speech 
American Speech and Hearing Association 
formerly member of the staff, Uptown Speech and 
Hearing Center, Gary, Iowa 
announces 
the opening of his office 
for the full-time practice of speech pathology 
at 
302 North Madison Avenue, Suite 714 
Peoria 4, Wisconsin 


Residence 
HOmesite 5-1417 


By appointment 


ORchard 3-2413 


In a community of moderate size, the speech pathol- 
ogist may find it advisable to send his announcement 
to all local general physicians, pediatricians, otolaryn- 
gologists, psychiatrists, orthodontists, psychologists, 
nurses, teachers and clergymen. Lists of these persons 
are available in the publications of various professional 
societies. In larger communities and large cities, the 
use of a more selective mailing list usually will be de- 
sirable, often necessary, if one is to avoid burdensome 
expense. 

The majority of referrals to the private practitioner 
in audiology logically come from the otologist. Many 
otologists, particularly those concentrating on the 
newer “audio-surgical” procedures for the restoration 
of hearing, e.g., fenestration, stapes mobilization and 
tympanoplasty, recognize their responsibility for pro- 
viding services to all hard of hearing persons referred 
to them and, consequently, often make maximum use of 
the services of the audiologist in private practice. There 
are several lists of otologists available for the audiol- 
ogist’s use in compiling an announcement card mailing 
list. These include the Directory of Medical Specialists 
and the annual directory published by the American 
Academy of Ophthalmology and Otolaryngology 
which appears in the Transactions of this Academy. 
Announcements sent by the private audiologist to hear- 
ing aid company representatives often result in re- 
ferrals by these men. Of notable value, also, are 
conferences with these representatives to explain 
audiological services and to make clear the necessity 
of carefully co-ordinated teamwork between audiol- 
ogist and otologist in serving the best interests of the 
hard of hearing. 

Lecturing to medical and dental groups, rehabili- 
tation center staffs, social workers, Parent-Teacher 
Associations, teachers’ clubs, business men’s groups, 
ministerial associations and church organizations is an 
effective means of becoming known as a private prac- 
titioner. Many members of such groups are interested 
in learning more about the social, psychological and 
vocational significance of speech problems and hearing 
loss. They like to know the general trends in clinical 
help for speech patients and rehabilitation of the hard 
of hearing. Both speech pathologists and audiologists 
find it especially advantageous to cultivate the pro- 
fessional acquaintance of pediatricians, since they 
often see children with speech and hearing problems 
before any other specialist. The audiologist, who must 
be certain that his patients have the benefit of com- 
plete otological examinations prior to the performance 
of audiological services, usually finds his professional 
relationships with otolaryngologists of foremost impor- 
tance in building his practice. 

Another means of establishing oneself in private 
practice is the writing for any referring person, espe- 
cially a physician, of a thorough and appropriate report 
of the examination of the referred patient. The writing 
of such reports gives speech pathologists and audiol- 
ogists invaluable opportunities to reflect their aca- 
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demic, technical and clinical training favorably and 
to inform the referring person with regard to the 
nature of our professional services. A word of caution 
is in order here. Some physicians object strongly to 
nonmedical contributions to the determination of a 
diagnosis. The term “diagnosis,” however, does not 
refer exclusively to “medical diagnoses.” There are, 
for instance, psychological and educational diagnoses 
that are usually well outside the medical province. 
Nevertheless, diplomacy in wording and presentation 
of findings and evaluations is indispensable in reports 
of speech pathologist and audiologists to physicians. 

A further opportunity for building one’s reputation 
as a private practitioner lies in writing for professional 
publications. Undoubtedly, our first obligation is to 
support our own publications by means of contributed 
articles. Beyond this, as one becomes better known, it 
is well to take advantage of the willingness of editors 
of professional journals representing related fields to 
consider authoritative and competently written treat- 
ments of subjects within their scope of interest. At any 
stage of one’s professional development, especially in 
the earlier years, it is possible to publish in our own 
journals and to send reprints to members of related 
professions to whom the speech pathologist or audiol- 
ogist wishes to be more fully and favorably known. 

Generally, the private speech pathologist or audiol- 
ogist who is also identified with a school of medicine, 
a hospital staff or a rehabilitation center is in a better 
position, because of the nature of his institutional 
associations, to establish his reputation with members 
of related professions, and thus to cultivate them as 
referral sources, than is the individual who devotes 
himself exclusively to private practice. The “cultiva- 
tion” of any referral source must, of course, be done 
completely indirectly and solely in terms of the quality 
of one’s abilities as it is made evident in the normal 
course of his daily clinical duties. Also, it is imperative 
that the private practitioner use every caution not to 
place himself in any form of competition for patients 
with the institution with which he is affiliated. He had 
better refuse to accept a patient than even seem to 
divert that patient from his institutional clinic to his 
private office. 

Some private speech pathologists and audiologists 
find it possible to serve as consultants for speech and 
hearing centers in medical schools, hospitals, rehabil- 
itation agencies, nursing homes, educational organ- 
izations and clinical facilities within industrial 
organizations. This form of service and the use of the 
private practitioner's influence toward establishing 
needed new clinical facilities in his community are 
further means of building a professional reputation 
and a private practice. 

AFFILIATION WITH AN EDUCATIONAL INSTITUTION, 
HOSPITAL OR REHABILITATION AGENCY 

An institutional affiliation is not essential to success 
in private practice. The primary function of the private 
practitioner is the performance of clinical services in 
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his own office. Nevertheless, he is usually happier and 
more effective if he accepts a responsibility to his 
community and his profession, as well as to himself, to 
share his knowledge (teach) and to explore unan- 
swered problems in his field (conduct research). He 
can offer part-time services to a college, university, or 
a medical school. No such affiliation is likely to be 
highly rewarding financially, but the realization that 
one is sharing his knowledge and experience and seek- 
ing to build new knowledge is reward enough. Con- 
tacts with stimulating members of an_institution’s 
faculty and student body, the pointing out of research 
problems and the guidance of students in the neces- 
sary investigative processes can bring some of the 
deepest satisfactions a professional person can know. 

Service on a hospital or rehabilitation agency staff 
gives the private practitioner an opportunity to engage 
in professional work which is closely integrated with 
the activities of all other disciplines to be found in 
these environments. The practitioner finds that his 
advice is sought and that interdisciplinary staffing is 
a stimulating experience in which he can learn and 
contribute. It is well to remember in this context that 
those with whom the speech pathologist and audiol- 
ogist are affiliated almost always welcome information 
regarding the scope and nature of services performed 
within the comparatively young speech and hearing 
profession and that as a result of this educational proc- 
ess better service is given the patient. 

In the interest of the clarification of status, emphasis 
and goals, it would seem well for an individual who 
practices privately in some degree to have found solid, 
practical answers to these questions: (1) Am I essen- 
tially an institutional person, who engages in private 
practice incidentally? (2) Am I primarily a private 
practitioner, physically and independently set up for 
the purpose, with a secondary institutional affiliation? 
(3) Am I one who prefers to engage in private prac- 
tice exclusively and am I committed to it as a career? 
An affirmative answer to the second or third of these 
questions would seem to designate one as a private 
practitioner much more convincingly than would an 
affirmation of the first. 

Tables 8, 9, and 10, give information relative to the 
type and extent of the institutional affiliations obtained 
from responses to the private practice questionnaire. 


TABLE 8. What are the respondents’ institutional affiliations? 
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TaBLe 9. What are the commonest kinds of respondents’ insti- 
tutional positions? 








Consultant 


Instructor 





Director 
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TasLe 10. What per cent of private practitioners’ working time 
is devoted to schools and other institutions? 
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OFFICE SPACE 

A speech pathologist or audiologist would be wise 
to try to rent an office in a professional building, pref- 
erably a medical one. Such an office would not only 
give him some prestige, but would provide more op- 
portunities for meeting physicians—who constitute im- 
portant referral sources. The ready accessibility of 
medical men for one’s own referrals, sometimes in an 
emergency, is also an advantage. An office in a com- 
mercial building for the practice of speech pathology 
or audiology is likely to open the practitioner to the 
suspicion on the part of intelligent people that his 
background is not sufficiently professional to be trust- 
worthy. 

It is important to have an office that affords complete 
privacy for consultations and clinical sessions. It should 
be understood by the practitioner’s secretary or re- 
ceptionist that no one should be allowed to enter the 
consultation room when any kind of service to a pa- 
tient is in progress. There is great need, also, for 
sufficient quiet during consultations and clinical ses- 
sions. A sound-treated room is most desirable, and 
imperative if psychotherapy is being used. 

Most “offices” in one’s home are not desirable unless 
they are specifically and primarily arranged for private 
practice. Because the home “office” is often regarded 
by the patient as makeshift, frequently with ample 
justification, his confidence in the practitioner's pro- 
fessionality may be reduced. A further disadvantage 
lies in the fact that such “offices” are rarely centrally 
located. And frequently, it is impossible to control the 
usual variety of distractions typical in most homes. 


Lack of complete privacy in any office is an argument 
against that office, for disturbances are almost certain 
to reduce the effectiveness of the speech pathologist's 
or audiologist’s work with his patient. 

These six questions from the questionnaire followed 
by the tabulations of respondent’s answers will be of 
interest. See Tables 11 through 16. 


TABLE 11. Is your office located in a professional or semi-pro- 
fessional building? 








Percent Yes No Omitted Answer 
O%— 20% 24 23 9 
21 — 40 8 8 3 
41 — 60 3 6 l 
61 — 80 7 2 
81 —100 16 5 
58 44 13 








TABLE 12. Is your office in your home? 














Percent Yes No Omitted Answer 
O%— 20% 26 24 6 
21 — 40 9 6 4 
41 — 60 7 3 
61 — 80 2 4 
81 —2100 8 13 
52 53 10 








TaBLE 13. Do you have a comfortable reception room? 








Percent Yes No Omitted Answer 
0%— 20% 40 8 8 
21 — 40 14 2 3 
41 — 60 10 
61 — 80 9 
81 —100 21 
94 10 ll 








TABLE 14. Is your office space large enough for occasional con- 
ferences with four or five people? 











Percent Yes No Omitted Answer 
0% —20% 39 10 7 
291 — 40 16 2 l 
41 — 60 10 
61 — 80 9 
81 —100 20 1 
94 13 8 








TabsLe 15. Is your office space free from objectionable noise, 
interruptions and distractions? 











Percent Yes No Omitted Answer 
0% 20% 45 4 7 
21 — 40 18 
41 — 60 10 
61 — 80 9 
81 —100 19 2 
101 6 8 
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Tasie 16. Are your reception room and work room sufficiently 
separated and sound-proof to assure complete pri- 
vacy in the latter. 








Percent Yes No Omitted Answer 
0O%— 20% 37 10 9 
21 — 40 17 2 
41 — 60 10 
61 — 80 9 
81 —100 19 2 
92 12 ll 








FURNITURE, EQUIPMENT AND SUPPLIES NEEDED 
FOR THE PRACTICE OF SPEECH PATHOLOGY 

Experience indicates the following minimum in 
office furniture: reception room desk and chair for 
receptionist or secretary, three chairs or one chair and 
a settee, small table, one lamp, suitable floor covering, 
draperies, a few pictures in good taste; consultation 
room desk and desk chair, work tables and chairs ap- 
propriate to services being rendered and patients being 
served, one medium-sized filing cabinet, one lamp, 
suitable floor covering, draperies, a few attractive pic- 
tures. 

Minimum equipment: reception room telephone 
with consultation room extension arranged with cut- 
off switch, typewriter, voice recorder, large adjustable 
mirror, tongue depressors, small but powerful flash- 
light. 

Minimum supplies: record forms, graduated artic- 
ulation tests, reading materials graded for different 
levels of skill and interest, play materials, stationery, 
statement forms. 

Desirable additional items: electric lamp for oral 
examinations, bookcase for professional texts, ref- 
erences and periodicals, storage space for general 
materials, workbooks for all subject areas, picture dic- 
tionaries for nonreaders, standard dictionaries with 
pronunciation keys for readers, well illustrated refer- 
ence books for all subject areas, illustrative charts. 

These listings are in essence the recommendations of 
the committee on private practice and are in substan- 
tial agreement with the questionnaire responses. 


EQUIPMENT AND SUPPLIES NEEDED FOR THE 
PRACTICE OF AUDIOLOGY 
Minimum Requirements: 

1. A pure tone, two-channel diagnostic audiometer 
with bone conduction oscillator and microphone cir- 
cuit. 

2. Speech audiometer or hearing evaluation unit 
with microphone, complex noise phonograph and tape 
inputs. 

3. Power amplifier, external loud speaker, etc., for 
presentation of sound stimuli through loudspeakers. 

4. Auditory training unit with phonograph, micro- 
phone and radio inputs. 

5. Forms (preferably printed) for recording results 
of pure tone and speech audiometric testing, hearing 
aid evaluation, etc. 
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6. Speech audiometric testing materials on disc or 
tape. 

Desirable additional items: 

1. Tape recorder. 

2. Pre-fabricated two-room testing suite. 

3. Sound field testing set-up for binaural hearing 
aid evaluations. 

4. Stock of currently available transistorized hearing 
aids. (The products of at least four hearing aid com- 
panies should be represented. ) 

5. Earmold impression materials. 

6. “Language Master.” 


These listings are the recommendations of audi- 
ologist members of the Committee on Private Practice, 
The expense of the equipment and special construction 
of a practitioner's working quarters may account for 
discrepancies between what is recommended and that 
reported to be in use. 


SECRETARIAL ASSISTANCE 

A good secretary, or receptionist-secretary, is almost 
indispensable if a speech pathologist or an audiologist 
is to conduct a sizeable private practice. The choice 
of this person may significantly affect the growth and 
operation of a practice. First impressions of the at- 
mosphere of a professional office are especially influen- 
tial, whether they are created by telephone or in 
person. The individual chosen should be attractive, 
well-groomed, able to use good English, poised, in- 
terested in the welfare of others, able to win people 
readily and deal with them effectively. Ordinarily, her 
duties should include the following: 

1. To greet patients and cause them to feel at ease 
in the reception room. 

2. To arrange the appointment-schedule (making 
sure, if possible, that the more disturbed or easily 
irritated adult patients will not be meeting children in 
the reception room). 

3. To write patients’ appointment cards, and, in 
some cities, to validate their parking tickets. 

4. To prepare clinical materials (under her em- 
ployer’s supervision). 

5. To take dictation. 

6. To type letters, reports, monthly statements and 
clinical materials. 

7. To keep financial records. 

8: To maintain files of patients’ records, materials 
used in examining and training, correspondence, data 
on publications, etc. 

9. To protect her employer, when he is busy, from 
salesmen and other solicitors, even from prospective 
patients who come in without an appointment. (An 
explanation of why the prospective patient will have to 
be seen later and a show of interest in him and his con- 
venience will usually facilitate the arrangement of an 
appointment. ) 
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10. To answer the office telephone and make out- 
going calls at her employer’s direction. (A secretarial 
function of major importance is to protect the speech 
pathologist or audiologist from interruptions in his 
work with a patient by untimely incoming telephone 
calls. Rarely, indeed, is the call related to an emer- 
gency. Only a few are so urgent that they demand 
immediate attention. Most exceptional are those that 
concern something beyond the secretary's knowledge 
or her scope of permissible function. Almost all tele- 
phone calls that come during clinical sessions can and 
should be postponed to a specified later time agreeable 
to the person making the call. The secretary's diplo- 
matic explanation that the speech pathologist or au- 
diologist is busy with a patient and should not be 
interrupted is readily understood and accepted by most 
people, certainly by those who can understand that a 
patient has a right to undivided attention during the 
time covered by his appointment. These people, almost 
without exception, are agreeable to the suggestion of 
a “call-back” at a mutually desirable time. ) 

11. To help create the atmosphere of a strictly pro- 
fessional office by maintaining a warm but impartial, 
impersonal relationship with all patients. 

Table 17 indicates the degree of use of secretarial 
service by the respondents to the questionnaire. 


TaBLE 17. Do you have a secretary, or a receptionist, in attend- 
ance during your office hours? 








Percent Yes No 
0%— 20% 17 39 
21 — 40 7 12 
41 — 60 1 9 
61 — 80 7 2 
81 —100 9 12 
41 74 








USE OF TELEPHONE EXCHANGE 
(ANSWERING) SERVICE 

If a speech pathologist or audiologist does not have 
a secretary or a receptionist, a telephone answering 
service is almost imperative. Even if he does employ 
one or the other, this service could be advantageous 
as a means of informing him of incoming calls that 
occur outside office hours. Many contacts are thus 
preserved that might otherwise be lost. In large cities, 
however, such service is often regarded as expensive. 
The incorrect grammar used by some of the answering 
service employees can create unfortunate impressions. 
And the person calling to make an inquiry may be 
mystified by necessarily scant, even evasive, answers 
to some of his questions.: Worse, he may be thrown 
into some doubts about the specialist should it come 
out that he is dealing with a telephone answering 
service. In the long run, however, the advantages prob- 
ably outweigh the disadvantages. 

Any explanation of the following figures can be only 
conjectural. Some questionnaire respondents may think 
of the telephone and message-taking facilities of the 


institutions by which they are employed as constituting 
a “telephone exchange” service. Technically, a tele- 
phone exchange (answering) service is one which 
makes it possible for a subscriber to switch his tele- 
phone at the end of or during his hours to a central 
office where his calls and those of many other (some- 
times diversified) subscribers are received and where 
attendants are charged with handling each subscriber’s 
affairs according to his instructions. These attendants 
rarely know anything about the profession or business 
of the service subscribers. They may never see those 
who have engaged their services. They respond to calls 
in terms of necessarily limited and relatively simple, 
usually written, directions. Essentially, they are takers 
of names, telephone numbers, addresses and, possibly, 
messages. These are relayed to the subscriber when he 
telephones for them. Many questionnaire respondents 
probably do not have just this kind of service. 

The almost 50-50 figures within the 81%-100% 
group are about what could be expected as a reflection 
of the experience of persons who probably have had 
more occasion than those in the other groups to con- 
sider the advantages and disadvantages of using a 
telephone exchange. 


TaBLeE 18 Do you use a telephone exchange (answering) 








service? 

Percent Yes No 
0%— 20% 9 47 
21 — 40 6 13 
41 — 60 s 5 
61 — 80 6 3 
81 —100 9 12 
35 80 








INTRA-PROFESSIONAL RELATIONSHIPS 

Some private practitioners tend to become isolated 
in their work, even in their thinking. All must be on 
guard against any tendency that can be as inimical 
to sound personal and professional growth as this one. 
Private practitioners must be dynamic members of 
their profession, the guiding purpose of which is to 
provide constantly improving assistance to those who 
have communication problems. The exchange of 
knowledge, philosophies, ideas and techniques helps 
each one to have a larger share in fulfilling this pur- 
pose. Direct association with one’s colleagues can 
stimulate the flow of enough new ideas to remove 
everyone involved from some of his mental routines. 
Consultations and discussions devoted to difficult cases 
often afford excellent opportunities for learning. Also, 
they tend to destroy the complacency that too readily 
sets in when one’s thinking and procedures are not 
challenged by others. 

One of the best results of good intra-professional 
relations is mutual professional respect. Also, one prac- 
titioner’s support of another increases the public’s con- 
fidence in our profession, while derogatory remarks of 
one about another, or a spirit of self-seeking competi- 
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tion, breeds mistrust within our membership and tends 
to confuse the public mind about our profession as a 
whole. Certainly, there can be no beneficial exchange 
of ideas or growth of professional solidarity in an at- 
mosphere of disparaging comments. 


INTER-PROFESSIONAL RELATIONS 

The nature of our professional responsibilities brings 
us into varying degrees of association with practi- 
tioners of general and internal medicine, pediatricians, 
otolaryngologists, neurologists, neuro-surgeons, psy- 
chiatrists, specialists in public health and industrial 
medicine, physiatrists, physiologists and psychologists. 
Such associations provide the speech or hearing spe- 
cialist with some of his most rewarding experiences. 
His exchange of ideas with specialists in fields related 
to his own enhances his stature as a professional per- 
son, contributes to the maturation of his profession as 
a whole and affords excellent learning situations for 
everyone involved. 

Beyond this lies the fact that we need the knowl- 
edge and services of members of these branches of re- 
lated professions, just as they need ours, in providing 
maximum services to patients. The independent prac- 
titioner in speech or hearing has the responsibility of 
cultivating and maintaining his inter-professional re- 
lationships at a high and mature level. A further 
responsibility which he must recognize is that of 
deserving to be looked upon by members of related 
professions as among the most worthy representatives 
of his own profession. 


THE PRIVATE SPEECH AND/OR HEARING 
PRACTITIONER’S ROLE IN RELATION 
TO THE PHYSICIAN 

Many patients seen by speech pathologists and au- 
diologists have communication disorders which are of 
organic origin. In some instances the organic disability 
may be obvious but in others the symptoms may be 
minimal or apparent only to those specifically trained 
in their detection. 

The diagnosis and treatment of physical disorders 
are the provinces of the physician, a fact of which the 
speech pathologist and audiologist in private practice 
must never lose sight. Each should establish, from the 
very beginning, a good relationship with the medical 
and dental community so that he can refer to appro- 
priate physicians or dentists all speech and hearing 
patients whose communication disorders are normally 
associated with physical problems. 

Many in our profession believe that the protection 
of the patient and the best interests of the speech 
and/or hearing specialist are most fully served if a 
medical report is required of each patient before the 
speech or hearing evaluation is instituted or the reme- 
dial procedures are planned. Some are convinced that 
persons with various minor functional speech disorders 
need no medical examination before acceptance by the 
speech pathologist, but that no person with a hearing 
loss should be accepted by the audiologist unless he 
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has been examined by a physician. Many of the ex. 
igencies thought to dictate such requirements and 
exceptions are too complex to include in this discus- 
sion, but they should be investigated minutely by all 
who practice privately in speech and hearing. It is 
probably enough that four broad reasons for a pre- 
liminary medical or dental examination and clearance 
be presented here: (1) If an unsuspected physical dis- 
order involving speech or hearing is diagnosed, the 
physician can acquaint the speech pathologist or audi- 
ologist with it—thus making possible co-operatively 
planned and administered services to the patient. Such 
teamwork is, of course, indispensable in the successful 
treatment of many voice and speech disorders and for 
effective audiological work. (2) Judicious adherence 
to the medical referral and clearance policy is a pro- 
tection not only to the patient, but also an assistance 
to the practitioner in speech and audiology. A medical 
report on the patient enables the speech pathologist 
or audiologist to have a more detailed comprehension 
of the case, a fact that should assist either in his own 
evaluation of the problem and in planning his clinical 
program more precisely. (3) If the patient has any 
physical problems that would be inimical to the suc- 
cess of the speech or audiological training, knowledge 
of the findings of a medical examination would protect 
the director of that training from becoming involved 
in an untenable situation. (4) A further advantage of 
this policy arises from its salutary influence on the 
important relationships that exist between our pro- 
fession and several branches of the medical and dental 
professions. 

If a speech or hearing patient was not referred by 
his physician, the practitioner should obtain the pa- 
tient’s or his parents’ permission to write or call the 
patient’s family doctor to get his statement that he has 
found no medical reason for not instituting the needed 
speech or audiological procedures. Or, he should tell 
the patient to ask his doctor for a referral. In case the 
patient has no family doctor, he may be sent to the 
local medical society for the names of qualified physi- 
cians from whom to choose. 

When the speech pathologist or audiologist wishes 
to make a medical or dental referral, and the patient's 
private physician or dentist has been consulted, he may 
write to or call the proper specialist, explain the prob- 
lem in its essential details and possibly arrange an 
appointment for the patient. A letter is usually better, 
because most of these men have very little time during 
office hours for incoming telephone calls of a non- 
emergency nature. 

Medical and other specialists with whom the speech 
pathologist and audiologist most frequently have a 
referral relationship are internists, pediatricians, ortho- 
pedists, otorhinolaryngologists, neurologists, neuro- 
surgeons, psychiatrists, orthodontists, oral surgeons 
and psychologists. 

Some of our colleagues take exception to routine 
medical referrals on the basis that they can place the 
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speech pathologist and audiologist not only in a sec- 
ondary position to, but also under the management of 
the physician. As private practitioners, however, we 
are faced with the fact that, by law, diagnosis and 
treatment of physical disorders are clearly within the 
medical province and that we may be sued for mal- 
practice if we practice in any way that can be con- 
strued as medical, of if our services are made less 
effective by the presence of deleterious physical con- 
ditions which would have been revealed by a medi- 
cal examination of the patient. We have no reason 
to feel threatened by the medical profession when we 
are recognized as well trained and capable of assum- 
ing our essential place in the care of specific functional 
and organically caused communication disorders. The 
prudent physician, realizing the proper scope of his 
medical practice, does not attempt to offer any speech 
or audiological service for which he is untrained. The 
private practitioner in speech and audiology who does 
not recognize his personal and professional limits of 
activity may endanger his patients, himself and his 
profession. 

Respondents’ answers to the first question below in- 
dicated the following order of usefulness of specialists 
in related fields for referral purposes: (1) otolaryngol- 
ogists, (2) psychologists, (3) pediatricians, (4) neu- 
rologists, (5) general medical practitioners, (6) other 
speech pathologists, (7) other audiologists, (8) social 
workers, (9) prosthodontists and (10) psychiatrists. 
The tabulations that support this order will be of in- 
terest. 

Answers to the questions regarding frequency of 
referrals aud preferences for referral procedures may 
be of use. 


Taste 19. What specialists in related fields are most useful 
to you for referral purposes? 








Specialist Frequency of 
Selection 


Otolaryngologists 79 


1. 
Ranked 2. Psychologists 74 
in 3. Pediatricians 57 
order 4. Neurologists 47 
of 5. General Practitioners 39 
frequency 6. Other Speech Pathologists 37 
of 7. Other Audiologists 35 
referral 8. Social Workers 33 

9. Prosthodontists 30 

10. Psychiatrists 29 








Taste 20. With what frequency do you refer your patients 
to specialists in other fields? 








Not 

Percent Frequently Fairly Often Rarely Applicable 
0%— 20% 34 19 2 1 
21 — 40 10 9 
41 — 60 8 2 
61 — 80 6 3 
81 —100 ll 9 1 

69 42 3 1 








TABLE 21. What procedure do you usually follow in making 
referrals? 








Percent Conference Referral Direct Combi- Omitted 

with Letters Referral nation Answer 
Physicians 

0%— 20% 1] 3 39 3 

21 — 40 z 12 

41 — 60 l 9 

61 — 80 y 2 7 

81 —100 2 ] 18 
23 4 0 85 3 








THE SPEECH PATHOLUGIST’S AND AUDIOLOGIST’S 
MEMBERSHIP ON DIAGNOSTIC AND 
TREATMENT TEAMS 
It is amply evident that we are living in a time of 
specialization and that so long as we continue to de- 
velop our funds of knowledge, specialization will 
increase. As has been emphasized, two implications of 
these facts are that we must seek the counsel of others 
with special training and experience and respond gen- 

erously when they seek our assistance. 

The speech pathologist in private practice must be 
prepared, therefore, to work as a member of a team. 
He may work closely with the orthodontist, plastic 
surgeon, oral surgeon, prosthodontist, dentist and psy- 
chologist to help in solving communication problems 
confronting persons with maxillo-facial injury or cancer 
or cleft palate. He may be asked to join the neurologist, 
pediatrician, neuro-surgeon and psychologist in the 
management of the child with brain damage. He may 
work also with the orthopedist, orthopedic surgeon, 
psychiatrist, psychologist and other specialists in the 
habilitation of cerebral palsy victims. The audiologist’s 
skill in the use of testing and rehabilitation techniques 
is frequently called upon by the otologist, the neurol- 
ogist, the physiatrist and the educator, to mention a 
few. 

These are only some of the many facets of profes- 
sional team experiences open to competent private 
practitioners. After the other members of the team 
have done all they can to prepare the patient for 
ambulation or for life processes such as chewing and 
swallowing, the most important remaining aspect of 
habilitation or rehabilitation is the creation or im- 
provement of communication. It is the responsibility 
of the specialist in speech to enable the cerebral 
palsied, the aphasic, the laryngectomee, and cleft 
palate, post-polio and other patients to communicate 
on the highest level possible for each individual in his 
own social or socio-economic setting. While the audiol- 
ogist’s habilitative and rehabilitative objectives are 
closely comparable, he may even more often than the 
speech pathologist be one of the specialists whose 
tests indicate the direction which medical treatment 
will take. 

To meet his responsibilities to those who ask his 
counsel and to serve the patient effectively, the speech 
pathologist or audiologist must not only be exceedingly 
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well prepared professionally, but must advance his 
capability by study, learning from others on the team 
and a mature curiosity which leads to research and im- 
proved clinical techniques. 


ETHICAL PROBLEMS IN PRIVATE PRACTICE 

Among the most serious requirements with which 
the speech pathologist or audiologist in private prac- 
tice is faced is that of maintaining a high standard of 
ethical and professional behavior. The demands upon 
the person in private practice for these high standards 
are greater, perhaps, than upon the person in speech 
and hearing in any other setting. The speech pathol- 
ogist or audiologist in private practice is on the “front 
line” of professional activity. He works independently, 
usually relying solely upon his own professional com- 
petence and judgment for diagnosis and treatment of 
the communicative disorder. Usually, he has no clini- 
cal conferences with which to supplement his judg- 
ments; and frequently it is difficult for him to consult 
with another professional person in his own field. His 
contacts with specialists in other professions, however, 
and with his patients and their families are very 
direct. For these reasons, it is possible for our profes- 
sion to be judged more sharply by the conduct of the 
speech pathologist or audiologist in private practice 
than by the general character of a university clinic, a 
speech or hearing center or some other institutional 
situation. 

The majority of questions concerning private prac- 
tice which are brought before ASHA’s Committee on 
Ethical Practice are those that are fully covered in the 
Association’s Code of Ethics. Others, however, are 
not covered by the Code, and present real problems. 
One of these is the matter of fees. The Committee 
attempted, at one time, to survey the field for the 
purpose of recommending specific fees; but found that 
there was such variation from one area to another, and 
in the qualifications possessed and services rendered 
by those in private practice, that no consistent fee 
pattern could be discovered. The Committee has ad- 
vised ASHA members to study carefully the fees that 
are charged in their home or comparable communities 
for similar kinds of consultative, diagnostic and clinical 
services and those charged by others in speech pa- 
thology and audiology—as well as by specialists in 
medicine, dentistry and psychology. Fees should be 
judiciously consistent with those in other specialties. 
A fee should be what the patient can readily accept as 
fair compensation for the service rendered. Generally, 
it has been thought that fees have been too low rather 
than too high; although there have been instances in 
which fees seemed exorbitant, when judged in terms 
of the qualifications of the individual and the service 
he was offering. 

The questions of announcement of the opening of 
a private practice and listing in the telephone directory 
frequently have come before the Committee. These 
are clearly covered in the Code of Ethics, Section 
2.4.3. The related matters of where the service is 
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given, adequacy of facilities, equipment, etc., prob- 
ably are not so much to be determined by ethical 
principles as by professional judgment and the need 
of maintaining proper professional dignity. Certain it 
is that “kitchen therapy” is undesirable from a pro- 
fessional standpoint, even though the treatment offered 
may be adequate. The question of ethics enters when 
an individual attempts to give a service for which he 
is poorly prepared with respect to facilities and equip- 
ment needed. He is ethically bound not to offer 
services for which he has inadequate facilities and 
equipment. 

Relationships with specialists in other professions 
present a variety of problems, many of which have 
ethical connotations. Sections 1.B. and 2.A7. of the 
Code give substantial help, but leave some questions 
unanswered. Principal problems of relationships have 
arisen with respect to individuals in private practice 
who have offices in a medical clinic, a rehabilitation 
center or some other medical setting. It is a temptation 
to some to wear a white coat and thereby to appear 
more “professional” to the lay person. It is also a 
temptation, by the same means, and by association 
and suggestion, to allow oneself to be called “Doctor” 
by the lay person who thinks he is talking to a medical 
specialist, and to accept the specific aura of profes- 
sional status accorded to other specialties. In some 
cases, also, individuals in private practice in group 
settings have allowed themselves to work only on pre- 
scription from a physician. 

None of these practices, obviously, is in keeping 
with the Code of Ethics, nor with the independent 
nature of our profession. The ethical procedure is for 
one to co-operate closely and completely with all other 
specialists, but to maintain an independent profes- 
sional relationship that is neither subservient nor 
superior. When the wearing of a white coat is man- 
datory or strongly indicated in the hospital or clinical 
setting with which the speech pathologist or audiol- 
ogist is identified, he should, of course, comply with 
the regulation; but he must be conscientiously on 
guard at all times against allowing the white coat or 
his possession of a Doctorate of Philosophy, Science or 
Education to give any patient a false impression of his 
background and function. 

If the individual in private practice is properly 
certified, if his facilities are adequate, and if he is 
competent in his field and in his judgment, he can 
confidently operate in an independent, “equal” rela- 
tionship with other specialists. 

Within our profession, one still occasionally en- 
counters the odd notion that a patient can be served 
more profitably by two clinicians than by one, over 
the same period of time, even though these two work 
independently of each other. The ethical soundness of 
this idea is open to the gravest doubts, for it almost 
inevitably results in the patient’s confusion and a re- 
duced effectiveness of such clinical techniques as may 
be, or seem to be, in conflict. Singleness of direction 
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and efficiency in procedure are usually sacrificed in 
some degree. Ethically, the practitioner must be 
guided only by that which serves the patient's and 
our profession’s best interests. He would, then, refrain 
from working with the patient of another clinician 
until the latter has relinquished the patient or been 
dismissed from his responsibility for him. Exceptions 
to this principle would hold when one practitioner 
invites another into a consultation on a case. Excep- 
tions might hold when two practitioners and the pa- 
tient, or his parents, or guardian, agree that joint 
clinical work on the case would be in the patient's 
best interest. Obviously, such clinica] work, to be 
clean-cut and effective, would have to be an outgrowth 
of carefully planned, constantly co-ordinated clinical 
procedures, and should be undertaken under no other 
conditions. 

In the matter of referrals, the person in private 
practice often faces problems. He may get some help 
from the Code, but much still is left to his own judg- 
ment and professional integrity. He learns very early 
that patients often “shop around” for diagnoses that 
are satisfactory to themselves, especially for precon- 
ceived treatments and quick “cures.” This does not 
necessarily create a problem of ethics, but it certainly 
may bring about problems of professional relationships 
and behavior. The professional, possibly the ethical, 
course is to communicate, when the situation seems to 
indicate the need, with the specialists previously con- 
cerned with the case. 

There may be times when a speech pathologist or 
audiologist cannot accept a patient who has been 
referred to him. It would seem to be his ethical re- 
sponsibility to explain his situation to the referring 
individual, especially if that individual is a member of 
a related profession, to facilitate another referral satis- 
factory to the referral source. Resentment and ill will 
may be created if the practitioner to whom the patient 
was first referred merely passes the patient on to an- 
other practitioner. For the good of all concerned, 
strained relationships as well as additional problems 
in diagnosis and treatment must be avoided. 

The implications of teamwork in some kinds of re- 
ferrals must be recognized and respected straight 
through all services needed by the patient. For in- 
stance, the audiologist who performs complete audio- 
logical evaluations on patients referred to him by the 
otolaryngologist should recognize the fact that he is 
administering only a portion of the battery of exam- 
inations to which the patient will be subjected. All 
diagnostic impressions based on the results of audi- 
ological tests must be communicated to the referring 
physician, not to the patient. When the patient asks 
about the results of the tests following completion of 
the audiological evaluation, he should be told that it 
is impossible to answer his questions on the basis of 
the audiological examinations alone—that the results 
of this examination must be evaluated with the medical 
findings of the referring otolaryngologist and all other 


examinations which have been or will be performed. 
The final diagnosis of the patient’s problem in terms 
of a disease entity should be given by the referring 
physician, not by the audiologist. If a complete evalu- 
ation of the patient's problem results in the finding 
that he has a medically and surgically irreversible 
hearing impairment, he should be referred back to 
the audiologist who then organizes and administers 
the complete program of auditory rehabilitation, in- 
cluding selection and fitting of a hearing aid, auditory 
training, speech reading, and speech conservation or 
remedial speech training. 

A serious, but not frequent, problem in referrals has 
been that of splitting fees, or “kickback.” This has been 
a recurrent and difficult problem in medicine and 
dentistry. It is a problem, if not a major one, in speech 
pathology and audiology. If we take a firm stand in 
this matter while private practice in our profession is 
still young, fee splitting may never become the prob- 
lem it is in some of the older professions. Certainly, the 
accepting of a “kickback” from anyone for a referral 
is most inconsistent with good ethical practice. No 
camouflaging or rationalizing of a fee split can be 
justified. 

Supervision in private practice has been a frequent 
and discouraging problem. This would not be true if 
everyone in private practice were certified at the ad- 
vanced level as ASHA strongly advocates. Even the 
person who is sure that he is at least qualified for Ad- 
vanced Clinical Certification and who undertakes to 
practice privately, whether full-time or part-time, ac- 
cepts a serious added responsibility for being com- 
pletely ethical in all he does. If he feels he can practice 
before his Advanced Certification has been granted, 
he should make every effort to secure the adequate 
supervision of a colleague, preferably one nearby, who 
does hold the Advanced Certificate. Since any indi- 
vidual in private practice is so vulnerable, and can so 
readily bring credit or discredit to our profession, the 
Association sees no real solution to this problem other 
than that of the fuller reassurances provided by Ad- 
vanced Clinical Certification for all private practi- 
tioners. 

The question of unfair competition from individuals 
in private practice who are not members of the As- 
sociation frequently has come before the Committee 
on Ethical Practice. Generally, this is not a matter 
with which the Committee has power to deal, even 
though it is a serious problem to our members in pri- 
vate practice. In instances of this kind of competition, 
the ethical practitioner may be penalized under some 
circumstances because he is ethical. He does not ad- 
vertise or make extravagant claims, nor does he engage 
in any other form of solicitation or persuasion of any- 
one to accept his services. His only consolation, al- 
though perhaps a doubtful one, is that medicine, 
dentistry, psychology and other professions have had 
to cope with the problem of unfair competition for 
many years, and have not yet solved it. It must be 
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realized, however, that the individual who does prac- 
tice ethically is likely to gain the respect and support 
of members of related professions who also have a 
high regard for ethical practice in any field. The final 
solution will come through education of other profes- 
sional people, the laity and our own members—and 
through further growth, strength and influence of 
competent professional organizations. 

The private practitioner will continue to be faced 
by serious problems involving ethics, not because he is 
less “ethical” than those not in private practice, but 
because his situation makes him more vulnerable to 
critical observation and error. The Code of Ethics will 
be of inestimable help to him, but even conscientious 
adherence to ethical principles is an inadequate sub- 
stitute for a high degree of competence, an unques- 
tionable professional attitude, the highest level of 
certification attainable—and support by and his own 
support of strong, well-known, well-respected profes- 
sional speech and hearing organizations. 


HOME AND HOSPITAL VISITS FOR DIAGNOSTIC 
AND REMEDIAL SERVICES 

In general, diagnostic and remedial speech and 
hearing services can be much more satisfactorily and 
effectively rendered in a private office than in the pa- 
tient’s home or his hospital room. Distractions and 
interruptions often created in home situations by chil- 
dren and even adults who are not immediately in- 
volved clinically are not always avoidable or easily 
controllable. Usually, only the relatively rare private 
room in a hospital is sufficiently quiet to assure the 
concentrated attention that both clinician and patient 
need to devote to the problem at hand. Also, as much 
as one might like to do so, it is not possible to overlook 
the fact that the private practitioner's fee can seldom 
be large enough to cover additional time and travel 
expense entailed by home and hospital visits. In view 
of these adverse facts, it seems advisable in the usual 
run of instances to limit home and hospital visits to 
nonambulant patients. 

The audiologist who conducts a predominantly di- 
agnostic practice has little choice but to limit his serv- 
ices to his office. Adequately sound-isolated areas can 
rarely be duplicated in the patient’s home, nor is it 
practical to make calibrated instrumentation a part of 
diagnosis in a home. Audiological testing, in general, 
is best conducted in the audiologist’s office. Following 
a comprehensive audiological evaluation, however, 
auditory training, speech reading and speech conserva- 
tion, like speech services for the hearing, may be pro- 
vided with some degree of effectiveness in the home or 
hospital room of the patient who is unable to move or 
be moved to the practitioner’s office. 

The tabulated responses to the first of the three fol- 
lowing questions may be a significant, possibly a useful 
reflection of private practitioners’ experience. An an- 
swer to the second question has to be determined 
largely in the light of a practitioner’s personal diagnos- 
tic and clinical efficiency in drawing necessary facts, 
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impressions, attitudes, tendencies, etc., from patients 
whose mental equipment, emotional inclinations and 
backgrounds vary markedly. Similarly, the third ques- 
tion can have no arbitrary answer, but must be con- 
sidered on the basis of each practitioner’s skills in the 
training process and counseling found to be needed 
and the patient’s ability to respond favorably. Sched- 
ule making and keeping are matters of major impor- 
tance. Yet, anyone who allows the operation of a clock 
to take precedence over the best interests of a patient 
is inviting trouble. 


TABLE 22. In what proportions to your office practice do you 
render services in patients’ homes? 
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TABLE 23. What is the average length of your consultations 
for evaluation and diagnostic purposes? 
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TABLE 24, What is the average length of your appointments 
for clinical work with patients? 








Percent 380 Minutes 45 Minutes 60 Minutes 15 Minutes 
O%— 20% 10 25 20 
21 — 40 5 9 +t 
41 — 60 4 4 2 
61 — 80 2 4 2 
81 —100 1] 6 3 l 
32 48 31 l 








BASES FOR DETERMINING FEES 

1. Fees should be small enough to enable a relatively 
large number of persons to afford the services of 
the private practitioner. 

2. Fees should be large enough to enable the prac- 
titioner to live and support his family on at least 
a modest level comparable with that of the majority 
of other professional people of like training and 
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TaBLe 25. What do you 
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experience in the same community or geographical 
area. 


Fees should at least approach consistency among 
practitioners of similar training, experience and 
success in any given area of service. In the best 
professional interests, there should be little or no 
variation of fees within this group. The patient 
should have the opportunity to make his choice 
on the basis of the quality of a practitioner’s serv- 
ices, not his fee. Fee differentials between the well 
trained with long experience and the well trained 
with substantially less experience seem justifiable, 
and expected by the public. It should be one of the 
earmarks of a profession such as ours that there 
be no bargaining with a patient, direct or indirect, 
no competition for patients on any basis other than 
that of excellence of services. The fewer reasons a 
person needing speech or hearing services believes 
he has to “shop” for these services, the better. 


Fees may, in some instances, have to be merely 
nominal. It is one of the marks of a dedicated prac- 
titioner that he is willing to accept some patients 
who have to live under financial duress. On the 
other hand, it is difficult to defend a high fee for 
services to a wealthy patient. Only a fee that 
adequately compensates the practitioner for the 
services he is able to provide can be regarded as 
honorable. 


Fees notably exhorbitant in terms of the economic 
status of a given community are wholly indefensi- 
ble. The practitioner who is guilty of excessive 
charges opens himself to accusations of self-inter- 
est and greed; he ignores the standards and best 
interests of his profession and exploits human suf- 
fering. 

Fees are set up by some practitioners on a kind of 
“tuitional” basis. They arrange to see the patient 
for a certain number of clinical sessions in a month 
or some other specified length of time. Other prac- 
titioners charge for their services by the hour or 
by an appointment of some other specific length. 
Fees for work done in training centers and tax 
supported clinics, in the view of those in private 
practice, should be substantially lower than fees 


regard 
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charged by well-trained and experienced private 
practitioners. When students are used to do the 
clinical work in training institutions, those institu- 
tions should make that fact clear to the prospective 
patient. 


Anyone going into private practice must face the 
fact that his overhead expenses will be much higher 
than he is likely to imagine unless he has had informa- 
tive experience in the economic world. Experience 
demonstrates that a private practitioner's net income 
is likely to be between two-thirds and three-fourths of 
his gross receipts. Two very small offices with little 
equipment, a reception room and a full-time secretary 
or receptionist will often cost at least $600 a month in 
the average city in mid-America. If the practitioner 
hopes to make $600 a month for himself and his family 
(he could certainly hope to make at least that much if 
he were teaching full-time in a university), his gross 
monthly income must average $1,200. In six work days 
a week (private practitioners seem to have to work 
six days a week and to maintain some evening office 
hours so as to be available when patients can come), 
his gross daily income must average $50.00. On this 
simple arithmetic basis, the practitioner can form some 
idea of what his fee per hour should be to put his 
practice on a sound financial foundation. In his calcu- 
lations, he must never lose sight of the fact that a 
patient, quite correctly, tends to judge a fee on the 
basis of the degree of the effectiveness of the services 
he expects to receive or is receiving. The fee for what 
the speech pathologist and audiologist is able to offer 
must be fair and it must not be out of line with fees 
charged by persons of comparable ability in other pro- 
fessions in the same community. Recipients of the 
private practice questionnaire were asked to rank- 
order the merit of at least three of the possibilities 
suggested as bases for determining fees. Each of the 
bases suggested in the questionnaire has recognizable 
merit as one criterion by which a practitioner can 
judge his own possible or probable worth to a patient. 
The committee’s purpose in the exposition above and 
the reflections of speech pathologists’ and audiologists’ 
views in the tabulations that follow has been to stimu- 
late members to a consideration or reconsideration of 
fees. 


as the proper bases for determining fees? 

















Time . Time & Fee 
Length Other Other Schedules 
Length Kind Success as Devoted Costs Speech Path. in 
ASHA of of Clinician Reputa- To of Home Audio. Fee Related 
Percent Degree(s) Cert. Exper. Exper. Diagnostician tion Patient Visits Schedules Fields 
0%— 20% 1] 12 4 5 13 ] 4 1 2 3 
21 10 6 6 ] 1 1 3 
4] 60 ] 4 1 2 2 
61 — 80 l 1 2 l l 1 2 
81 —100 5 3 1 4 ] 5 x 
24 26 7 9 20 3 8 2 9 7 
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FINANCIAL ARRANGEMENTS AND FEE COLLECTIONS 
The experience of some private practitioners con- 
vinces them that it is advisable to keep all consid- 
eration of fees incidental, as far as possible to the 
importance of services made necessary by the speech 
and/or hearing problems presented. They try to con- 
duct the consultation to its conclusion, arrive at an 
evaluation and set forth the clinical work indicated 
before giving attention to the fee for clinical services. 
Even then, they wait for the patient to introduce the 
subject. If the patient shows no sign of asking about 
the fee, it cannot be assumed that he does not care 
what it is or that he already possesses accurate in- 
formation regarding it. In fairness to the patient, the 
practitioner now has little choice other than to take 
the lead. One means of doing so is to indicate to the 
patient that he undoubtedly wishes to be informed on 
the routine matter of the fee. The facts concerning it, 
remittances, etc., may then be set forth briefly. 

There is, of course, no one best way in which to 
handle the often delicate matter of fees, nor is the time 
or manner in which the subject arises always con- 
trollable. It is well to realize that anxiety, uneasiness 
or uncertainty about any aspect of the financial ar- 
rangement, whether exhibited by patient or practi- 
tioner, can create damaging ill will between them. 

The private practitioner’s success may depend to a 
large extent on his ability and willingness to discuss 
fees frankly and openly, though with disarming casu- 
alness. It seems best to settle all financial arrangements 
following the initial evaluation and discussion of the 
probable clinical program. It should be made clear 
that statements will be submitted on the first day of 
each month or at some other specified time, and that 
each will contain an unmistakable record of the dates 
on which services were rendered. 

If the patient does not pay his bill with reasonable 
promptness, the practitioner usually must seek diplo- 
raatic means of assuring a mutually satisfactory settle- 
ment of the account. Prompt, though kindly, action on 
a delinquent account will almost always result in pay- 
ment, while procrastination may create collection 
problems, sometimes serious ones. 

Almost inevitably, an occasional account will be in 
arrears. The patients involved, more often than not, 
are no longer under treatment. If the second monthly 
statement has brought no result, a friendly letter re- 
minding the patient of his obligation is usually in 
order. If this fails, a tactful secretary may be entrusted 
with a telephone call to arrange for specific payments 
of the balance due and to maintain good will. The 
practitioner's direct handling of matters of this kind 
either by telephone or in conjunction with a clinical 
session is open to question. 

The more reputable collection agencies can some- 
times be most useful, but all other means of collecting 
bills should have been exhausted before collection 
agencies are even considered. Sometimes it is better 
to write off the account as a bad debt rather than risk 
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creating ill will by submitting it to an agency. Each 
delinquent account needs to be studied carefully and 
the action should depend on the merits both of the 
account in question and the action contemplated. 

The extremely minor use of collection agencies, even 
among those in the 61%-100% groups of the tabula- 
tion, would seem to speak well for the policies, at least 
the actions, of private practitioners in this regard. 
Perhaps it can be said with no small justification that, 
when a practice is conducted on the higher profession- 
al levels, occasions for placing patients under pressure 
to meet their obligations are almost nonexistent. 


TABLE 26. Do you find it necessary to use the services of a 
collection agency? 











Percent Yes No 

0%— 20% 2 52 

21 — 40 19 
41 — 60 10 
61 — 80 3 5 
81 —100 3 18 
8 104 








PROFESSIONAL LIABILITY (MALPRACTICE) 
INSURANCE 

Speech pathologists and audiologists have had very 
little experience with professional liability problems. 
So few have entered private practice that there have 
been only rare occasions for a study of the private 
practitioner's legal responsibilities. As the number of 
private practitioners increases, however, understand- 
ing of the legal aspects of private practice becomes 
imperative. 

Experienced speech pathologists have seen many 
unexpected occurrences in the course of clinical work 
with patients. Children with articulatory disorders may 
suddenly develop stuttering symptoms. A stutterer’s 
symptoms may become more pronounced, a fact that 
his parents may be entirely unwilling to accept as a 
transient phase of his improvement. An aphasic may 
fall and injure himself or he may have another stroke 
while under treatment in the practitioner's office. Not 
all patients achieve the improvements on which their 
hearts are set-—some may make only partial gains and 
some are left with lesser, but still obvious, disorders. 
The treatment of defective speech is not based on an 
exact science. Many honest and well-supported differ- 
ences of opinion exist. Clinician A may treat a speech 
disorder in quite different ways from those of Clinician 
B and both may be well-trained, responsible profes- 
sional persons. All these matters are of academic and 
scientific interest but they are also matters of a nature 
that may become grounds for malpractice suits against 
private practitioners. 

It is good to know that one insurance company of- 
fers protection with basic limits of $5,000 for each 
claim, with an aggregate of $15,000. It recommends 
bodily injury limits of $100,000 for each claim, with 
an aggregate of $300,000. 

A number of “perils” are faced by the audiologist 
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which require that he be covered by professional lia- 
bility insurance. There are patients who claim that 
their hearing loss was aggravated by the use of the 
hearing aid recommended by the audiologist. In some 
pathologies associated with hearing loss, the condition 
is progressive and hearing would have become worse 
with or without the hearing aid, but these are difficult 
matters to establish one way or the other. Although 
the bulk of research on the subject indicates that a 
hearing aid does not aggravate the patient’s condition, 
regardless of the pathology producing the impairment 
or the type of hearing loss present, there are isolated 
reports in the literature of atypical cases in which the 
patient’s hearing loss apparently was aggravated by 
the use of a hearing aid. Some patients may attempt 
to take advantage of these reported, isolated, atypical 
cases as means of associating their own increased loss 
of hearing with the hearing aid recommended by the 
audiologist. 

There is also the patient with Meniere’s Disease 
who may experience an attack while he is in the audi- 
ologist’s office. The attack may be precipitated by the 
presentation of intense, supra-threshold sound stimuli 
used in recruitment and tolerance testing. A lawsuit 
may result. 

It is mandatory that the audiologist who takes ear 
impressions in his office be adequately covered by in- 
surance. There is the ever present danger of accident- 
ally perforating the patient’s eardrum or scratching 
the exiernal auditory canal. One professional liability 
policy provides for $25,000 coverage for each claim 
and a $50,000 aggregate limit. This insurance does not 
cover the making of earmold impressions with plaster 
of Paris. If the audiologist cannot arrange for appro- 
priate or more extensive coverage, he should have his 
earmolds made either by an agency specializing in the 
fabrication of earmolds or a reputable, experienced 
hearing aid dealer who is adequately covered by in- 
surance. 

Malpractice, as generally defined, has two essential 
parts: first, the practitioner must have failed to per- 
form his professional duties properly and, second, 
definite injury to the patient must have occurred as a 
result of the improper action of the practitioner. Mal- 
practice may consist of a lack of skill, care of insight 
in diagnosis as well as in treatment. Also, a patient 
who finds what he regards as a reason to be seriously 
dissatisfied with the services of a physician, dentist or 
psychologist to whom he was referred by a speech 
pathologist or audiologist may sue both the practition- 
er who made and the practitioner who received the 
referral. Further, it is well to recognize that the private 
practitioner must be prepared to accept legal responsi- 
bility for any damaging errors or indiscretions of his 
employees. 

These are formidable facts, but if the possibility of 
being personally liable to lawsuits renders one more 
sensitive to elements of risk in his professional relation- 
ships an undeniably worthy purpose is served. 


Some malpractice suits are legitimate, of course, but 
many, perhaps most, of them are illegitimate or un- 
justified. Some are preposterous. Any malpractice suit, 
however, may ke disastrous to the private practitioner. 
Even if the suit is a patently illegitimate one and the 
judgment goes against the plaintiff, the practitioner 
may beggar himself just in providing for his own legal 
defense. Malpractice (professional liability) insurance 
is indispensable for anyone in private practice and is 
available to anyone in our profession who wishes it. 

If a speech pathologist or audiologist were sued for 
malpractice and the matter were brought to trial, the 
court would probably call for expert testimony to 
establish a standard by which the jury could judge 
whether the defendant had used reasonable degrees 
of care and skill. “Good” or recognized remedial speech 
or audiological procedures would be the standard to 
be established—that speech pathology or audiology 
practiced by the average, prudent, well-trained, ex- 
perienced and skilled practitioner in the community 
or in a similar community. The persons most qualified 
to give such testimony would be other local speech 
pathologists or audiologists. 

So, in the general nature of things, it appears that 
the decision as to whether a certain speech or hearing 
specialist was practicing “good” speech pathology or 
audiology would be made by other speech pathologists 
and audiologists. This is a sobering, potentially matur- 
ing fact for private practitioners and their professional 
organization to consider. It points up the need for the 
understanding of individual differences in the practice 
of our profession. It points up the need to clarify our 
professional image. It points up the value of a strong 
professional organization at work to reflect dynamic 
changes in the profession and to enable members to 
communicate with each other effectively. 

It is well known that the responsible elected and 
appointed representatives of ASHA are dedicated to 
giving the Association’s members every reassurance 
and protection within the power and influence of the 
organization. Private practitioners in sufficient num- 
bers have only to make their desires known to touch 
off an organized search for insurance companies that 
will provide professional liability insurance designed 
to meet their special needs. 

The figures in the following tabulation may support 
these possibilities: (1) most private practitioners in 
speech pathology and audiology have not realized 
their openness to legal attacks, whether these attacks 
are justified or not; (2) they have known that such 
dangers exist, but have mistakenly thought of them- 
selves as legally secure against them; (3) they have 
not known of the availability of protective insurance. 

Physicians and dentists are almost always at least 
adequately covered against malpractice suits. Many 
psychologists are covered. Insurance companies seem 
to be inclined to base their premiums for speech pa- 
thologists and audiologists on those in effect for psy- 
chologists. Almost any enterprising insurance broker 
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will welcome an opportunity to investigate profession- 

al liability insurance for persons who practice privately 

in speech and hearing. 

Tasie 27. Do you carry professional liability (malpractice) 
insurance? 








Percent Yes No 
0O%— 20% 3 53 
21 — 40 5 14 
1] - 60 2 8 
61 ~ §0 3 6 
Sl —100 3 18 
16 99 





NEED FOR TRAINING INSTITUTIONS TO IMPART 
INFORMATION AND GUIDING PRINCIPLES 
PERTAINING TO PRIVATE PRACTICE 
It seems reasonable to assume that the dynamic 
growth of our profession could be stimulated by a 
relatively large number of professionally qualified 
private practitioners. From one important point of 
view, private practitioners are engaged in research 
projects in the market place—an important service 
frontier—trying to find the needs of the public for their 
services and the best ways of satisfying those needs. 
Information in sufficient volume from such research 
obviously should have a vital influence on the curricu- 

lums of our training institutions. 

The time is probably more than ripe for universities 
and colleges acknowledged as foremost in the aca- 
demic and clinical training of speech pathologists, 
speech clinicians and audiologists to assume the re- 
sponsibility for specific professional guidance to those 
who hope eventually to enter private practice. It is 
the availability of solid information and guidance at 
this “grassroots” level that can help potential members 
of our profession to make much more intelligent de- 
cisions regarding their personal qualifications for prac- 
ticing privately. Well-pointed courses, sections of 
courses or seminars of an almost wholly professional 
nature might convince some students, with justification, 
that this branch of professional activity holds more 
appeal than any other for the application of their 
knowledge and capabilities. Conversely, many blind 
or insufficiently insightful, even harmful, private ven- 
tures might be forestalled by such courses. In either 
case, a distinct service would have been performed. 

It is possible that well-established private practition- 
ers possessed of favorable local or national reputations 
would be willing to develop, or to serve as lecturers 
for, courses of the nature indicated. Conceivably, 
much benefit to all involved could be derived from 
more protracted and planned association than now 
exists among graduate students, university staff mem- 
bers anc private practitioners. Furthermore, con- 
structive and controllable steps would have been 
taken, not only to reduce the haphazard and the 
hazardous in private practice, but to place entrance 
into it and the conduct of it on a more realistic basis 
than is usually found at present. 
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CONCLUSION 


It has not been the purpose of the committee 
charged with the responsibility for preparing this 
article to attempt to speak exhaustively or with finality 
on any aspect of private practice. Nor can the data 
reported from the questionnaires be regarded as more 
than reflections of respondents’ current views and 
practices. Nevertheless, much of solid value has been 
learned from the many years of your committee mem- 
bers’ experience and a study of the experiences 
reported by questionnaire respondents. From a distilla- 
tion of all these personal observations and impressions, 
your committee has attempted to offer sound guidance, 
both to those who are now practicing privately and 
those who have thought of doing so. We have wished 
to point out and to emphasize the standards that we 
believe will promote a healthful and honorable de- 
velopment of what many consider the most difficult 
activity within our profession. Above all else, your 
committee has hoped to make a reasonable contribu- 
tion to informed, cautious, evaluative thinking on the 
broad subject of private practice—thinking that can 
produce private practitioners of whom everyone can 
be proud. If time seems to show that we have 
succeeded even modestly in any of our efforts, we shall 
feel well rewarded. 


ASHA Committee on Private Practice: 

Jack L. Bangs, Ph.D., Director, Houston Speech and 
Hearing Center, Texas Medical Center, Houston 
Texas. 

John L. Boland, Jr., Ph.D., Director, Oklahoma Speech, 
Hearing and Reading Center, Oklahoma City, Okla- 
homa. 

Harry J. Heltman, M.A., Director Emeritus, School of 
Speech and Dramatic Art; Founder and Former Di- 
rector, Speech Laboratory; Professor Emeritus of 
Speech, Syracuse University; Consultations and Clin- 
ical Demonstrations for Public School Speech Clini- 
cians, Retired, Syracuse, New York. 

Mary C. Longerich, Ph.D., Consultant, Speech Patholo- 
gy, School of Medicine, College of Medical Evangel- 
ists; Consultant, Aphasia Therapy, Orthopaedic 
Hospital, Los Angeles, California. 

Maurice H. Miller, Ph.D., Director, Hearing and Speech 
Clinic, Kings County Hospital Center; Instructor, Di- 
vision of Otolaryngology, State University of New 
York Downstate Medical Center, Brooklyn, New York. 

Paul D. Knight, M.A., Chairman of the Committee. 
Consultant in Voice and Speech Problems, Chicago, 
Illinois. 


Correspondence related to this article should be 
addressed to Paul D. Knight, 30 North Michigan 
Avenue, Chicago 2, Illinois. 

\ directory of persons engaged in private practice 
was constructed from the questionnaires submitted. 
It was published in the March 1961 Private Practice 
Issue of ASHA Trends. A limited supply of these 
is currently in the national office of ASHA. They are 
available upon request until the supply is gone. 











State Associations 





IDAHO 


The ISHA was formed in March, 1961. There 
were 35 charter members, of whom 10 were ASHA 
members. The founding Convention featured a 
presentation by Sven Liljeblad regarding Bannock 
and Shoshone Indian words for stuttering, a presenta- 
tion regarding attitudes of parents of cerebral palsied 
children and an open house at the Idaho State College 
Speech and Hearing Clinic. Although not yet 
recognized by ASHA for the House of State 
Delegates, this is an Association goal. 

Officers of the Idaho Association are: President, 
Gwenyth Vaughn; Vice-President, Earl Owens; 
Secretary-Treasurer, Patricia Jones; ASHA Delegate, 
Charlotte Cleeland. 


WISCONSIN 
The semi-annual meeting of the Wisconsin Associ- 
ation was held on April 21, 1961, at the Wisconsin 
Center in Madison. Special speakers were Kenneth 
O. Johnson, Executive Secretary of ASHA, who dis- 
cussed Speech and Hearing: The Profession and Its 
Problems, and Mildred C. Templin who spoke on 
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Considerations in Dealing with the Hearing Impaired 
School Child. Other sectional meetings on the pro- 
gram included school screening audiometry, services 
for the hearing impaired in Wisconsin, recent de- 
velopments in bone conduction audiometry, receptive 
language techniques, and demonstrations of equipment 
for testing and training. 


ILLINOIS 


The first annual Convention of the Illinois Speech 
and Hearing Association was held in Springfield on 
March 24, 25, 1961. Attendance was 210 persons. 

Officers of the Association are: President, Marjorie 
Burkland (1961), Thomas Timmis, (1962); Vice- 
President, Carl E. Moore (1961), Laura Lee (1962); 
Secretary, Guy Mahan (1961), Carl E. Moore (1962); 
Treasurer: Katherine Woods (1961), Dorothy Clark 
(1962); Delegates to ASHA (One-Year Term): Mild- 
red Berry (1961), Donald Davis (1962); Delegates to 
ASHA (Two-Year Term): Donald Davis (1961), 
Marjorie Burkland (1962); Alternate Delegates: Hugo 
Gregory (1961), Laura Lee (1961), John O'Neill 
(1962). 








EXCELLENT FOR INTEGRATED CLASSES 


ACCURATE—STABLE—RUGGED 
LONG BATTERY LIFE (LEAK PROOF) 


Write for descriptive literature 
Also availabl ically priced 
Model EB 31 Auditory Trainers 
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i™ TYPE S TYPE HF 
HEADSET HEADSET 
100-6000 CPS 100-8000 CPS ~_/ 
SIZE: 3”"x7"x2" | WEIGHT: 11 LBS. ~~. 


EXTREMELY GOOD DIRECTIONAL DISCRIMINATION 


A product of ECKSTEIN BROS., 1907 BEVERLY BLVD., LOS ANGELES 57, CALIFORNIA 


MASTER 
AUDITORY 
TRAINER 


MODEL 33 


for auditory training at its best! 





An all transistor high fidelity true bin- 
aural auditory trainer with three sepa- 
rate adjustments for each ear. 


1. ACOUSTICAL GAIN CONTROL 
Variable up to 75 db 


2. FREQUENCY RESPONSE CONTROL 
0-18 db/octave attenuation of frequencies 
below 1000 cps. continuously variable 

3. MAX. OUTPUT CONTROL 


sets maximum possible output in 5 db 
steps between 105-135 db. Excellent for 
recruitment cases. 
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never attained in hearing alasses before! 


. NOW IN THE SLENDEREST EVER 





There now are hearing glasses embodying the acoustical quality 
required for a RADIOEAR hearing aid—yet with cosmetic 
styling fully equal to that of any narrow-taper flex temples 
for eye-glasses alone! They are the totally new, 
RADIOEAR 890 Hearing glasses. 


Their power-increase surpasses all previous, single-temple 
eye-glass hearing aids available for testing! Their broad, response- 
range now covers all important voice frequencies! 
Their built-in tone-control provides new “Hearing Naturalness” 
and intelligibility truly wwique for such 
miniaturized instrumentation! 


Their fore-temples come in gold, silver, black, 
brown and gray—with or without (for men) the jeweler’s 
cartouche, hand-engraved design! Their matching 
rear-temples are designed left and right, for ideal comfort and fit. 
Even the necessary conductor-tube, with recess behind the ear, 
is now made almost to “disappear!” 


The self-contained, exclusive, RADIOEAR Phone-master 
enables users to telephone as naturally as if they 
had no hearing handicap! All applications and fittings are the 
fastest it has been possible to contrive! Most important 
the famous (also exclusive) RADIOEAR interchangeable 
chassis always permits immediate, on-the-spot 
application and servicing! 
We consider this RADIOEAR 890 as superior to other hearing 


glasses as various RADIOEARS (for nearly 40 years) 
have been superior to other hearing aids of their time! 
We believe this RADIOEAR 890 has a pride-inspiring ‘Natural 
Look!”—a slenderness long overdue, but finally compatible 


with the appearance that wearers justifiably demand! 
We believe you'll “share” our “liking” for the RADIOEAR 890! 


RADIOEAR / CORPORATION 


Radioear Building 


® \ Valley Brook Road Canonsburg, Pa. 
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Do you know that Otarion, inventors of the eye- 
glass hearing aid, now makes a diversified family 
of top quality hearing aids, some with unique, 
patented, exclusive features, to fit 95% of all 
correctable hearing losses? 


Write for literature. 


OTARION LISTENER LABORATORIES 
Ossining, New York 























The loneliest maninthe world 


...is the man who has to justify the purchase of inferior or even unusable 
equipment. He purchased “price” when he should have bought “perform- 
ance!” When you specify Audiometric Rooms engineered 
by Industrial Acoustics, you buy “guaranteed” perform- 
ance proved by thousands of installations throughout the 
world. You also buy the finest Audiometric Rooms, whose 


” 


performance and construction make them the “best buy. 
Don’t ask us, ask any user of IAC Audiometric rooms. 


INDUSTRIAL ACOUSTICS COMPANY, INC. 841 Jackson Ave, N.Y.54 
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PUBLICATION STANDARDS IN ASHA: A COMMENT 


In the August issue you printed arguments by Bryngelson 
and me opposing the currently proposed membership change. 
You also printed five arguments in favor of the change. In 
the best democratic tradition when such contrasting arguments 
are presented, as in state or municipal elections, the headings 
are, “For the proposition” and “Against the proposition.” 

The August Forum was not presented with such objectivity. 
Instead, the “bad guys” were labeled to distinguish them from 
the “good guys.” as the assigned “heavies” in this little melo- 
drama, Bryngelson and I found our comments published, with 
a fine disregard for the truth, under the heading, “Let’s Stay 
Where We Are,” while the who amplified the 
Council position were with, “Let’s Move 
Forward.” 


“good guys” 
given a_ send-ofl 
There is no justification for assuming that opposition to 
one particular change therefore means opposition to all change. 
Neither Bryngelson nor I want to stay where we are, and I 
suspect that if we got together with Van Riper to compile the 
changes we would like to see, the list might be fairly lengthy. 

Rejecting the stereotype of the bad guys opposing the let’s- 
move-forward progress, I should add that Bryngelson, Van 
Riper and I, while doubting the wisdom of the proposed mem- 
bership change, are generally in favor of homely virtue, pio- 
neer values, fresh air and sunshine, and free enterprise. We 
are opposed to sin except in its more appealing forms. 

As a reductio ad absurdum, suppose I argue, “Let’s Move 
Forward” by throwing all nontherapists out of ASHA. This 
would elminate the audiologists and various other brass in- 
strument fringes. Alternatively, I could argue that we drop 
out all those who received their degrees more than ten years 
ago. This would eliminate me and many of the dinosaurs j.g., 
as well as the senior grade variety. Or, I could propose that 
we “move forward” by admitting only Ph.D.’s to ASHA. This 
would really raise standards (or would it?). The point is that 
whether any of these moves, or any other proposal, involves 
“moving forward” depends on your view point. It depends 
upon your professional values and your interpretation of the 
probable results. 


The question of whether the membership change means 
moving forward toward growth or backward toward chaos 
must be decided by the membership, not prejudged by the 
editors of Asha Forum using loaded labels. The duty of Forum 
should be to help expose viewpoints, not impose them. 

There is a larger issue here, that goes beyond the wisdom 
or non wisdom of the particular issue of membership change. 
Is Forum to serve as a medium for the free exchange of opinion 
among the membership, or will members be placed in a bad 
light with some cute heading if they seek to publish views at 
variance with the latest Council recommendation? How can 
the membership decide on the merits of issues when they are 
not presented except under biased headings? 

Joseph G. Sheehan 
University of California 


On the proposed change in certification requirements there 
is only one issue: What degree of competence is needed in 
our profession of speech and hearing to qualify one as an 
independent worker capable of rendering real service to the 
public? 

There is only one answer: The Master’s degree from a well- 
staffed institution of higher education is a minimum require- 
ment. 
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A letter on this question need not be long. Oh, my 
respected but mistaken friends Bryngelson and Van Riper, 
leave your offices and come out into the field with me,—not 
only to the public schools but into Cerebral Palsy Clinics, 
programs for retarded children, Rehabilitation Centers,— 
where professionally underfed B. A.’s cluster and deplore 
their own lack of knowledge. Read their reports, listen to 
their conferences with medical men and with parents, try to 
repair their damage. 

In a plea for toning up our society and for excellence and 
high standards at all levels, John W. Gardner, president of 
the Carnegie Corporation, in his book entitled Excellence 
(Harper, N. Y., 1961) says: 

“The idea for which this nation stands will not survive if 

the highest goal free men can set themselves is an amiable 

mediocrity.” 
Book review ed. by Frank R. Kile in Science, Mar. 24, 1961 
Melba Hurd Duncan 
Colorado Springs, Colorado 





UNIFORMITY OF STANDARDS 


Public school speech clinicians as a group are conscientious, 
dedicated young people who enter the profession motivated by 
the desire to help children and youth develop the best speech, 
voice and language abilities of which they are capable. Few 
clinicians have entered Connecticut schools, and Connecticut 
is no different from other states, influenced by “high salaries” 
and “job security” and when this has been the case, these 
clinicians have soon sought “greener fields.” 

During the past ten years public school speech and hearing 
programs at both state and local levels have made tremendous 
growth. In some of these programs are to be found the same 
clinical services as those provided by speech and _ hearing 
clinics in hospitals, rehabilitation centers and colleges. In other 
programs, however, clinical services are extremely limited but 
it is important to note that the attempt is being made to pro- 
vide for the needs of speech and hearing handicapped children. 
In many school systems both large and small the clinician is 
expected to work with all children who have a speech, hearing, 
voice or language problem regardless of the nature of the 
difficulty. This means that public school clinicians are often 
responsible for diagnoses, referrals to medical and nonmedical 
specialists, conferences with parents and teachers and therapy 
for children with serious speech, voice, language and hearing 
disorders as well as therapy for children with minor speech 
difficulties. The great responsibility carried by the clinician, 
and especially the one working alone without supporting 
special services, is evident. 

In community after community across the nation the only 
available source of help for parents of pre-school speech and 
hearing handicapped children is the public school speech 
clinician. Some of these children have serious difficulties com- 
licated by physical, mental and emotional handicaps. Without 
adequate professional preparation, the guidance and direction 
given parents may result in irreparable damage to children. 

State and local supervisors who work closely with public 
school clinicians know that many clinicians recognize their 
limited preparation and want more training. This recognized 
need was evident in the information obtained through the 
national research study, Public School Speech and Hearing 
Services. School administrators and laymen also are beginning 
to question whether the clinician with limited training and 
experience is prepared to work with children with more 
serious disorders. The feeling is strong that public school chil- 
dren are entitled to the best speech and hearing services. 
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now hear better than ever with the Sovereign 430 


1. Extra-powerful microphone concealed here...in 
front of ear where nature intended hearing to start. 
i Telephone pickup lets wearer hold phone to ear 
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3. Temples connect to eyeglass frames of wearer’s 
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sunglasses. Note how temples taper to look even 
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available. It’s the most-wanted eyeglass hearing aid. 


4, Even the volume control is hard-to-see, easy-to- 
use. There’s also a separate switch to turn the Sov- 
ereign on and off. 


5. Circuit compensates electronically for tempera- 
ture changes. No adjusting the controls on moving 
from hot room to cold room. A tiny thermistor 
element balances performance automatically. 


6. The Sovereign can be fitted binaurally (stereo- 
phonically )—for better, clearer, directional hearing. 


For literature on the Sovereign and/or other information, write: 


Sonotone 


Dept. 32-111, Elmsford, N. Y. 


November, 1961 
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The large teaching load of many school clinicians is a 
serious deterrent to professional competency but state and local 
supervisors of speech and hearing services are making sub- 
stantial gains in reducing the teaching load to realistic num- 
bers. As speech improvement programs are initiated, many 
children with minor difficulties can be provided the necessary 
instruction in the classroom thus permitting the clinician to 
devote much of his time to children with serious disorders. 

Some ASHA members think it is not realistic to require the 
Master’s degree for full membership in the Association and 
advocate lesser preparation for public school personnel. And 
yet in most public school systems salary schedules and ad- 
vancement are based on professional preparation—college 
degrees—and experience with the requirement of the Master’s 
degree being rather widespread. State departments of educa- 
tion also are upgrading standards and in Connecticut the 
Master’s degree or its equivalent is required by law of all 
teachers for the Standard certificate which becomes mandatory 
in time if the teacher continues to teach in the state. 

Public school speech clinicians belonging to ASHA take 
great pride in being a part of the Association and recognize its 
contribution to the speech and hearing profession. They are 
aware of the high regard with which its members are held by 
other professional groups. When the clinician does not belong 
to ASHA, the chief reason in most instances is his failure to 
recognize the importance of belonging to his national profes- 
sional association. Public school clinicians will continue mem- 
bership in ASHA if the Association continues to provide the 
excellent leadership it has in the past and if clinicians’ prep- 
aration permits them to participate in its activities as profes- 
sional equals with all members. 


So far as work in public schools is concerned, it would seem 
that the time has come for ASHA to move ahead and establish 
higher standards for both clinical certification and membership 
in the Association. Many public school clinicians would wel- 
come a single standard for professional competency represented 
by a clinical certificate with requirement comparable to the 
ASHA Advanced Certificate. The Master’s degree for full 
membership in ASHA is not too much to expect of public 
school clinicians and as a group they will accept the challenge. 


Geraldine Garrison, Consultant 
Speech and Hearing Services 
Connecticut State Deparement of Education 


Happily, the proposed changes in ASHA membership certi- 
fication have evoked lively response. This is wholesome. Any 
profession worthy of the name must study continually mem- 
bership standards and the quality of services offered. 

Recently, the teachers in California faced issues similar to 
those now debated by ASHA. New teaching credential re- 
quirements were being written by the legislature and, quite 
naturally, professional standards were discussed. 

Initially, the debate focused on the strengths and weaknesses 
of the existing four-year teacher training programs. Some 
criticized the courses offered, others condemned the sequence 
and everyone urged improvement in classroom instruction. All 
agreed that the improvement of professional standards was, 
first of all, a matter of quality—not quantity. 


But the discussion moved beyond this point. Most responsible 
persons not only insisted on qualitative improvement but called 
for a longer period of teacher preparation as well. The position 
taken by the Joint Commission to improve the Education of 
Teachers in California was typical. This Commission, a group 
of professional educators and representatives of academic fac- 
ulties, declared: 


“As we pondered the education of elementary teachers, 
particularly, we found that we simply could not satisfy the 
twin goals of producing a liberally educated person (which 
a teacher is, first of all) and a professionally trained worker, 
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STEPS TO COMPOSITION 
by 
Sister James Lorene, C.S.]. 
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34 Sets of Sequence Picture Stories 
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An accompanying manual presents full instructions. 
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THE ABC OF 
AUDITORY TRAINING 
by 
Sister James Lorene, C.S.]J. 
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BOOK III—PRIMARY GRADES 
Pictures of 
Sports Games Occupations 
Animals Holidays 
Language work includes: 
Vocabulary Building Parts of Speech 
Question Forms Idiomatic Expressions 
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TRAINING 
(For the Intermediate Grades) 
by 
Sister Mary ‘Laurentine Lorenz, C.S.J. 
81 pages $3.00 
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St. Joseph Institute for the Deaf 
1483 82nd Blvd., University City 32, Mo. 
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in a four-year program. We are forced, therefore, to call 
for a five-year minimum of preparation for all teachers.” 


In brief, a four-year program of preparation was inadequate 
even when well done. With an increased emphasis on liberal 
education plus a need for increased professional competence, 
an increased period of time for preparation seemed essential. 

The conclusion to this matter is significant. The California 
State Legislature passed a bill that recognizes five years as the 
period of time needed to prepare elementary teachers in Cali- 
fornia. (In this state, a five-year program for secondary teachers 
has been the law for many years.) While the fifth year of 
preparation (for the elementary teacher) may be extended 
over several years, no final credential of tenure status can be 
achieved until this minimum five-year training period is com- 
pleted. 

Some fought this new teacher liscensure bill. They insisted 
that prospective recruits would be discouraged by the addi- 
tional year of training. The teacher supply would dwindle. 
But responses to this pragmatic argument were effective. Most 
educators reasoned that the teaching profession was ethically 
bound to recommend a training program that was judged 
minimally adequate irrespective of real or imagined problems 
that might arise. Further, there was evidence to support the 
view that as higher standards are set, interest in and respect 
for the teaching profession are strengthened, not weakened. 
(The response to the five-year program for the secondary 
credential, adopted years ago, supports this conclusion. ) 

The trend is on. Professional groups in an increasing number 
are concluding that a minimum level of professional compe- 
tence cannot be achieved in a four-year under-graduate pro- 
gram. Realistically, they understand that a strengthened base 


of broad and essential liberal education plus improved profes- 
sional training demands that the period of preparation be 
lengthened. 

Now, ASHA faces the issue. “Can the goals of liberal edu- 
cation and the necessary theoretical and clinical training in 
speech and hearing therapy be completed within the four-year 
program of the under-graduate college?” In answering the 
question our Association has the chance to keep pace with 
educational trends and take another step toward professional 
maturity. On the other hand, we can fail to expand our pro- 
fessional sights. Such failure is not simply a matter of status 
or “keeping up” with those standards developed by the teach- 
ing, medical, legal, engineering and other professions. 
Rather, the issues we face have to do with vision, professional 
adequacy and in the long run, public confidence. We must 
move ahead in order to keep faith with a public trust which, 
if treated lightly, will be withdrawn. If standards are raised 
through quantitative and qualitative improvements, those who 
come to our clinics will benefit, the influences of ASHA will 
expand, and the opportunities for service also will be extended. 


Ernest L. Boyer, Director, Joint 
Commission to Improve the Ed- 
ucation of Teachers in Califor- 
nia, Dean of Instruction and 
Professor of Speech Pathology, 
Upland College, Upland, Calif. 





Readers are urged to contact Walter Amster, VA 
Hospital, Coral Gables, Fla., Associate Editor of FORUM, 
if they have information of pertinence to this Department. 
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TAPE RECORDERS 


make advanced teaching 
techniques easier! 


W-M 
‘ADD+A+TRACK’’: 


Any Instructor’s Most Valuable Teaching Tool! 
Versatile V-M “‘Add+A+Track’’® offers unlim- 
ited opportunities for powerfully effective 
teaching methods! A teacher records lessons; 
then, or at any later time, the student records 
on another track while listening to the teacher’s 
recording. On play-back, both recordings are 
heard simultaneously! Student track may be 
re-recorded any number of times without af- 
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ALL V-M TAPE RECORDERS INCORPORATE THESE 
QUALITY FEATURES: 


V-M ‘tape-o-matic’” Stereophonic Tape Re- 
corder with ‘‘ADD+A+TRACK’”’* —Model 
722—$259.95* List. Records Stereophon- 
@ Push-Button Controls afford 


ically; plays-back 2 or 4-Track stereo tapes. 
Twin Microphones. Dual Tuning Eye and Vol- 
ume Controls. Also Available V-M Stereo-Play- 
back Model 720 with “ADD+A+TRACK”’®— 
$225.00* List. 


simplified operation. 
@ High-Frequency Response and 
Fidelity to detect complete voice 


@ Shut-Off Switch automatically 
shuts-off power supply . . . teacher 
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recorder! 
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to speech and speech therapy 
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21 Ibs.) New 3-position Microphone. 
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